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wide-spectrum microbicide 
antitrichomonal - antibacterial - antimonilial 


provides ‘potent microbicidal action in vaginal infections, 
including trichomoniasis, moniliasis and nonspecific vaginitis 
Effective—Cured or markedly improved—within 2-3 weeks—86 per cent of 250 patients with various 


types of vaginal infections.'* 


Broad spectrum—Pathogens included Trichomonas vaginalis, Candida albicans and Hemophilus 
vaginalis, as well as other gram-negative and gram-positive organisms.'* 


Safe—Closed-patch skin tests proved Triburon Chloride, the active ingredient of Triburon Vaginal 


Cream, “. . . to be nonirritating . . . not sensitizing. . . . 


Nonstaining, odorless Triburon Vaginal Cream is also suited for use during pregnancy, menstruation, 
for senile vaginitis with conjunctive therapy, for preoperative, postoperative and postpartum pro- 


phylaxis, after cauterization, conization, irradiation. 


Composition: Triburon Vaginal Cream contains 0.1% 
concentration of Triburon in a white, hydrophilic 
cream base. 


Dosage: One applicatorful of Triburon Vaginal Cream 
should be introduced into the vagina every night for 2 
weeks. If necessary, the course of therapy may be 
repeated, 
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Caution: Triburon is virtually nonsensitizing and non- 
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References: 1. J. J. McDonough and N. Mulla, to be at 
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national association of physicians engaged in the general 
practice of medicine and surgery. It is dedicated to the 
belief that general practice is the keystone of American 
medicine, and to the conviction that continuing study is 
the basis of sound general practice. It is the role of GP, 
official publication of the Academy, to previde constantly 
the best postgraduate literature in all phases of general 
practice in its scientific section. In other regular depart- 
ments it carries articles and official reporis pertinent to 
the work of the Academy’s 15 standing committees. 
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General Practice, Materials for publication should be 
addressed to the Editorial and Business Offices: Volker 
Boulevard at Brookside, Kansas City 12, Missouri, 
Publication Office (printer): 350 East 22nd Street, Chi- 
cago 16, Illinois. One dollar a copy. By subscription: 
$5 a year to members of the American Academy of Gen- 
eral Practice; $10 a year to others in U.S.A.; $12 in 
Canada; $14 in other foreign countries. Second class 
postage paid at Kansas City, Missouri, and at addi- 
tional mailing offices. Printed in U.S.A. by R. R. 
Donnelley & Sons Company at The Lakeside Press, 
Chicago. Copyright 1960 by the American Academy of 
General Practice. 
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Watch for... 


these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Induction of Labor. EDWARD H. BIsHoP, M.D. 
In this article, the rules are given in regard to 
the elective induction of labor based on many 
years of experience in a large metropolitan 
hospital. 


Evaluation of Critical Factors in Extracorporeal 
Circulation. GERALD H. PRATT, M.D., WIL- 
LIAM WOLFF, M.D. AND JOHN COMER, M.D. A 
timely review of the problems presented by open 
heart surgery. The program necessary to carry 
out this procedure is clearly described in this 
article. 


Anxiety and the Normal Heart. O. SPURGEON 
ENGLISH, M.D. Cardiac symptoms in patients 
with normal hearts can be effectively treated by 
psychotherapy. This article tells how. 


Respiratory Distress of the Newborn. JEROME T. 
NOLAN, M.D. Neonatal mortality is still a 
problem, particularly deaths due to respiratory 
conditions. How to prevent deaths in this group 
forms the basis of this article. 


Mechanism of Cough and Its Control. ANDREW 
L. BANYAI, M.D. Is that cough necessary? Some 
excellent pointers are given on when to do 
something about a cough and what to do. 


Hypercholesterolemia and Dietary Vegetable 
Oils. WALTER L. EVANS, M.D., WILLIAM B. 
RAWLS, M.D., CHARLES MISTRETTA, M.D., 
FRANK D’ALESSANDRO, M.D., DIONISIO Ca- 
LOZA, M.D. AND ELIAS TAWIL, M.D. The 
authors present a plausible theory, backed by 
experimental work, as to how unsaturated 
vegetable oils in the diet lower blood cholesterol. 


Isoniazid Prevents Tuberculous Meningitis. 
PAuL A. PAMPLONA, M.D. Isoniazid given for 
one year is more than 85 per cent effective in 
preventing complications that would have been 
expected to develop after childhood tuberculosis. 
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Publisher’s Memo 


IN THE LAST MONTH or 
two, readers may have 
noticed that the familiar 
name of a very old friend 
has vanished from the GP 
masthead. The name is 
that of Dr. Hugh H. (for 
Hudson) Hussey. 

Dr. Hussey joined the 
GP staff in 1951. He was 
then an associate professor 
: of medicine at Georgetown 
University. When he resigned, he was (and is) dean 
of the university’s medical school and a member of 
the AMA Board of Trustees. The pressures of these 
duties compelled Dr. Hussey to resign his part-time 
position as medical editor of GP. We ponder, with 
deep nostalgia, the fact that Hugh no longer finds 
time to pursue his favorite hobby, model rail- 
roading. 

It is of course impossible to ascribe GP’s phe- 
nomenal success to any individual. It’s a result of 
the coordinated and dedicated efforts of many. But 
to Dr. Hussey, known affectionately as ‘“H*,’”’ must 
go a full measure of gratitude and acclaim. He is one 
of the few men in medicine who can take a jumbled 
assortment of medical jargon, wave a blue pencil 
profusely, and return a meaningful, informative 
scientific article. 

We are confident that even though Dr. Hussey’s 
name no longer appears on the masthead, we have 
lost only an editor, not a friend. We shall forever 
be profoundly grateful to Dr. Hussey, not only for 
his contributions to GP and to the Academy, but 
for much that we have acquired personally from this 
brilliant and inherently good man. 

Academy officers and staff join us in wishing Dr. 
Hussey a future abundant with achievement, per- 
sonal satisfaction and happiness. Our best wishes go 
also to his very gracious, charming wife, ‘‘Willie.” 

In March, when the Academy’s Congress of Dele- 
gates meets in Philadelphia, the name of Dr. Hugh 
Hudson Hussey will be proposed for honorary mem- 


‘bership by the Publication Committee. This is a 


rank accorded very few. It will be a meaningful 
accolade and an expression of gratitude to one whom 
we are proud to call a friend. —M.F.C. 
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CONTROL 


COUGH promptly curbed by homarylamine—non-narcotic antitussive with the 
approximate potency of codeine. 

INFECTION combated by three nonsystemic antibiotics—each active against 
common mouth and throat pathogens, all with relatively low sensitization 
potentials. 

IRRITATION soothed by benzocaine—a topical anesthetic that promotes pro- 
longed relief of inflamed or irritated tissues. 


PENTAZETS : troches 


Homarylamine - Bacitracin - Tyrothricin - Neomycin - Benzocaine 


NEW PINEAPPLE FLAVOR _ Overwhelmingly selected by a taste panel. 
Available to your patients on your prescription only. 

DOSAGE: Three to five troches daily for three to five days. 

SUPPLIED: Vials of 12. 

D> MERCK SHARP & DOHME OiVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


TS is a trademark of Merck & Co., Inc. 
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Academy Opposes 
New FAA Plan 


Republicans Seek 
New Health Plan 


Sabin Vaccine 
Not Ready Yet 


SIGNIFICANT EVENTS 


Newsletter 


FEBRUARY, 1960 


> AMA policy notwithstanding, the Academy's Commission o 
Legislation and Public Policy voted, during a January 15 
telephone conference call, to oppose a plan that would 

let only government—designated doctors give the physical 
examination required for a third—class pilot's license. 
The commission appointed Dr. Malcom Phelps, a past AAGP 
president and an experienced pilot, to testify at hearings 
before Senator "Mike" Monroney's (D-—Okla.) subcommittee on 
air safety and the Federal Aviation Agency. 


During the conference call, Commission Chairman Paul S. 
Read, also a pilot, pointed out that the examination 


requires "no special skills." Dr. Read said that any 
doctor of medicine who has color vision charts is qualified 


to give the examination. Several members of the 
commission seconded Dr. Read's observation. 

At its Dallas meeting in December, the AMA endorsed a 
government proposal that would give about 1,000 "specially 
qualified" physicians a virtual monopoly on physical 
examinations given to more than 250,000 pilots. The rather 
vague AMA policy urges that such examinations be given only 
by "doctors of medicine with special knowledge and 
proficiency in certain techniques." 


> Washington sources indicate that the Republican party is 


seeking a "positive" Forand bill alternative to keep the 
Democrats from stealing health—care—of—the-—aged thunder in 


1960 election campaigns. HEW Secretary Flemming can 
probably count on Vice President Nixon's support. 

The AMA Legislative Committee, wary of the rumored 
Flemming proposal, has called a special anti—Forand—bill 
session. Insiders believe that the AMA may be forced to 
come up with an alternative or face certain defeat. Even 
a modified Forand bill would be cheered by social welfare 
forces and compulsory health insurance planners. 


> Surgeon General Leroy Burney is not optimistic about the 


early licensing of a live virus polio vaccine. He points 
out that the harmless live virus might become virulent 


after the vaccine is administered. 
Burney is not satisfied with Russian field trial 

reports and also questions the pharmaceutical industry's 

ability to meet established volume production standards. 

Meanwhile, the USPHS estimates that for every 100 cases of 

paralytic polio in 1958, there were 185 in 1959. 
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Hawley to Retire 
Next January 


Medical Students 
Still in Debt 


> After a year of mulling over the medical manpower picture, 


a group of "experts" have concluded that the nation needs 
more doctors. This is the less—than-enlightening gist of 


a 95—page report recently released by the Surgeon General's 
Consultant Group on Medical Education. At present, says 
the report, the nation's health care needs are in the hands 
of 235,000 doctors of medicine and 14,000 osteopaths. 


By 1975, the nation will need 330,000 MDs (and osteopaths) 


to maintain the existing ratio, 141 per 100,000 people. The 
report adds that medical school graduating classes must be 


50 per cent larger. The experts contend that this can be 
accomplished via increased private philanthropy, government 
funds, sound planning and relaxed admission policies. 


>» The Cincinnati Academy of Medicine and the city's Hospital 
Council now have an agreement that lets a physician treat 


his emergency-—care patients in any hospital, regardless of 
his affiliation. Courtesy privileges, extended to all duly 
licensed and reputable physicians, extend only for the 
duration of emergency care needs. The 15 hospital members 
of the council are now swapping staff procedures to facili- 
tate smooth operation of the plan. 


> Dr. Paul R. Hawley, the often vocal and always contro- 
versial director of the American College of Surgeons, will 
retire January 31. The announcement came from Dr. I. S. 


Ravdin, chairman of the college's Board of Regents. 


Hawley's_ job will go to Dr. John Paul North, chief of the 
surgical service at the Dallas Veterans Hospital and pro- 


fessor of clinical surgery at Southwestern Medical School. 
Hawley will retire on his 70th birthday, North will be 60. 


> Four years in medical school cost the 1959 graduate about 
$11,642. About 52 per cent of the 6,799 graduates are in 


debt, 33 per cent have debts (averaging $4,258) directly 
related to their medical education. These 33 per cent have 
assets totaling $2.8 million, liabilities totaling $12.4 
million. 

—M.F.C. 


PLAN NOW TO ATTEND THE ACADEMY'S 12TH ANNUAL SCIENTIFIC 
ASSEMBLY, MARCH 21-24, IN PHILADELPHIA'S CONVENTION HALL. 
A HOTEL RESERVATION FORM APPEARS ON PAGE 295. 
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The Maryland State Attorney General has ruled 
that a physician’s nurse, receptionist or secretary 
may not legally compound or dispense drugs even 
under the doctor’s supervision. The ruling points 
out that only doctors, dentists or registered 


pharmacists may dispense drugs. 
Many local veterinary societies 
now publish suggested fee sched- 
ules. One group urges members 
A ¥ |  tocharge $25 for a tonsillectomy 


(dog or cat), $5 for a blood 
count and $45 for Cesarian 
delivery. 


In its search for new and effective products, the 
pharmaceutical industry will test 114,000 chem- 
ical substances this year and with luck, emerge 
with 40 new products. 


THE VA will increase bed capacity by 10,000 
when its hospital construction plan is completed. 
The largest hospital will be a 1,250-bed general 
hospital at Wood, Wis. 


National Institute of Mental Health authorities 
estimate that 50 per cent of all children will need 
psychiatric help before their school days are over. 


Census experts estimate that by 1975 the popula- 
tion of the U.S. will be 220 million, a growth of 43 
million. Ray E. Brown, superintendent of the 
University of Chicago Clinics, believes this 
population boost will require 225,000 more hos- 
pital beds at a cost of $414 billion. 


In Stockholm, after removing 39 ¢ a 
teaspoons and two lead pencils 
from a patient’s stomach, a \ 
Swedish physician learned the 
patient planned to set a record ( MALE 4 


for 50 stomach operations, had \ i 
already undergone 382. 
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After a three-year stalemate, the St. Louis (Mo.) 
Medical Society has decided not to withdraw its 
support of the Blue Shield plan. However, the 
dispute over provisions of the plan continues. 


The Rutgers Research and Education Foundation 
has received $9,325,452 from its patents on 
streptomycin and reomycin. ~ 


Among the 37,110 interns and residents in U.S. 
hospitals in 1959 were 8,357 foreign nationals 
who intend to return home upon completion of 
their training. 


Four medical schools— Michigan, Illinois, Ten- 
nessee and Jefferson—each haye more than 600 
students. 


The Mount Carmel Hospital for 
Alcoholics has a patient lounge 
called “Duffy’s Tavern.” Drinks uk 


are straight medicine. 


Courses in space medicine are among those being 
offered at one-year-old Brevard College (engi- 
neering) in Florida. Students are men who man 
the launching pads, engineers and technicians. 


U. S. cigarette consumption rose 4.5 per cent in 
1959, according to estimates made by an indus- 
try consultant. Filter cigarettes accounted for 
50.5 per cent of the total sold. 


The lethargy of companies submitting reports on 
food additives may bring about temporary sus- 
pensions. Under a 1958 law, the Food and Drug 
Administration plans to ban all food additives 
not proven safe by March 6. To date, only five 
products have received FDA approval. 


Drug firms expect 1959 sales to show a 7 per cent 


increase over 1958. Earnings, however, will show 
a slightly smaller gain. 
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Quantum Sufficit 


Narcotics Anonymous, patterned after the AA, is 
helping addicts in New York City. This organiza- 
tion, attracting attention throughout the nation, 
may spread to other cities. , 


As birth control disputes flare, the Population 
Reference Bureau urges that the government 
help provide research funds for “large-scale 
human testing” of birth control devices. 


Chase Manhattan Bank reports that the nation’s 
medical bill now totals $22 billion a year, double 
the 1950 bill, six times the 1929 expenditure. 


A Toronto physician doesn’t 
agree that the medical profes- 
sion has a rough go. Dr. Ernest 
Bruce Tovee says, “‘A doctor’s 
life is real cool, man. We are 
our own bosses, control our own 
destinies, good or bad; plan our 
holidays as we please, and 
normally we live at a better- 
than-average station of life.’ 
Dr. Tovee is a surgeon. 


Should supermarkets sell aspirin? In a New York 
Supreme Court case, the pros maintain that as- 
pirin is proprietary medicine, nonhabit-forming. 
The cons counter that it is not a proprietary be- 
cause the patent expired in 1917; therefore, sales 
should be restricted to drug stores. 


The Chicago Teamsters Union is attempting to 
sign up nonprofessional workers in 45 of the 
city’s largest hospitals. Don Peters, local presi- 
dent, says most workers in seven hospitals have 
already joined. 


The government underwrote 60 per cent of all 
basic research activities in 1956-57. However, in 
the decade ahead, the percentage of university 
research supported by industry should increase. 
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Wheelchair patients are among 
members of an archery club at 
the orthopedic hospital, Exeter, 
England. 


A New York research project shows low-cost 
psychiatric clinics attract the same type people 
(except for income) that private psychiatrists do. 
They are from 15 to 44, and well educated, hav- 
ing completed an average three years of college. 
Applicants were mostly professionals, white collar 
workers and students. 


FDA officials say some manufacturers are making 
false and misleading claims about use of un- 
saturated fats and oils in the diet. The agency 
says their use in ordinary diets will not reduce 
blood cholesterol. 


The Soviet Union is collaborating with the Indian 
government in setting up a large herbal drug 
manufacturing plant in Kashmir. The long- 
term plan is aimed at making India self-sufficient 
in medicine. 


The number of psychiatrists in this country has 
increased 21 per cent in the last three years. 
There is now one psychiatrist for every 16,400 
persons in the U.S. 


Admission rates to general hospitals in the U.S. 
for treatment of ulcers have quadrupled since 
the 1930’s. 


In a nationwide survey, 42.4 per cent of the public 
favored giving birth control aid to other coun- 
tries, 47.5 per cent opposed it. 


According to a list of ‘‘blue’”’ 
laws compiled by the Jersey 
and Central Railroad, it is 
against the law to sneeze on a 
train in West Virginia. 
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bring all of her concepts of cleansing 


Many women don’t know that a vinegar 
douche is as old-fashioned as the copper tub, 
a relic of an empiric age.’ Acids actually 
make mucus discharge more tenacious. On 
the other hand, soaps and harsh alkali are 
irritating. A detergent douche — TRICHO- 
TINE, the only major douche containing 
sodium lauryl sulfate — is the modern, more 


efficient yet gentler vaginal irrigant. 

The detergent action of TRICHOTINE as- 
sures greater penetration of viscid mucus, 
better dispersion of the healing medicaments 
on the mucosal surface, and more efficient 
removal of vaginal discharge. 

If there is any doubt in your mind, com- 
pare TRICHOTINE with vinegar or any other 


1. Goodman, L.S. and Gilman, A.: The Pharma- 
cologic Basis of Therapeutics, MacMillan, 1955. 
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solution in your office clean-up. You will 
see readily the advantages of TRICHOTINE. 
It will prove equally desirable for home 
douching. 

The pH changes produced by any low 
pH douche last only a few minutes? and are 
of questionable value in healing.? TricHo- 
TINE actually favors epithelial growth and 


...up to date with TRICHOTINE 


2. Karnaky, K.J.: J.A.M.A. 157:1155, 1955 (August) 
3. Scheinberg et al: Surgery 24:972, 1948 (Dec.). 


GP February 1960 


healing,* assures maximum cleansing, 
soothes inflamed mucus membranes. 

TRICHOTINE is indicated in the manage- 
ment and treatment of cervicovaginitis and 
leukorrheas, alone or in conjunction with 
other antimicrobials. TRICHOTINE is ideal 
for routine feminine hygiene — safe, gentle 
and effective. 


The Fesler Company, Inc. 
375 Fairfield Avenue, Stamford, Connecticut 
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allergen on rye 


when that delectable snack boomerangs 


BENADRYL 


provides simultaneous, dual control of the 
allergic attack e affords antihistaminic action 
that relieves gastrointestinal, cutaneous and 
respiratory symptoms e exerts antispasmodic 
effect for effective relief of colicky pain, 
nausea and vomiting 


BENADRYL Hydrochloride (diphenhydramine hydro- 
chloride, Parke-Davis) is available in a variety of forms 
—including Kapseals,® 50 mg. each; Kapseals, 50 mg., 
with ephedrine sulfate, 25 mg.; Capsules, 25 mg. each; 
Elixir, 10 mg. per 4 cc.; and for delayed action, Emplets,® 
50 mg. each. For parenteral therapy, BENADRYL Hydro- 
chloride Steri-Vials,® 10 mg. per cc.; and Ampoules, 
50 mg. per cc. 


TP): PARKE, DAVIS & COMPANY 
* DETROIT 32, MICHIGAN 
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W. Parks, M.D., 102 Adams St., Fairmont, W.Va.; Julian 
K. Welch, Jr., M.D., 107 N. Lafayette Ave., Brownsville, 
Tenn. 


Liaison Committee with Council on Rural Health of the 
AMA: Benjamin N. Saltzman, M.D., Chairman, 111 W. 
6th St., Mountain Home, Ark.; George W. Karelas, 
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Bldg., Des Moines, Ia.; Dennis Cunningham, M.D., 1626 
E. Charleston Blvd., Las Vegas, Nev.; Bertram L. 
Trelstad, M.D., 2054 Capitol St., N.E., Salem, Ore. 


Ross Award Committee: R. Varian Sloan, M.D., Chairman, 
Aina Haina Shopping Center, Honolulu, Hawaii; Ralph 
J. Lum, Jr., M.D., 601 Miramar Ave., Santurce, Puerto 
Rico; Willard H. Pennoyer, M.D., Hynds Bldg., Cheyenne, 
Wyo.; Alan K. Johnson, M.D., 410 6th St., E., Williston, 
N.D.; Russell G. McAllister, M.D., 1016 W. Franklin St., 
Richmond, Va. 


Liaison Committee on National Defense: Spencer York 
Bell, M.D., Chairman, 1826 W. Clinch, Knoxville, Tenn.; 
Peter C. H. Erinakes, M.D., 28 Berkeley Rd., East Green- 
wich, R.I.; Clyde I. Swett, M.D., 18 Sherman St., Island 
Falls, Me.; Cyrus G. Reznichek, M.D., 1912 Atwood Ave., 
Madison, Wis.; Maynard I. Shapiro, M.D., 8911 S. Chap- 
pel Ave., Chicago, Ill.; Charles R. Marlowe, M.D., 1833 
Broadway, Toledo, Ohio. 


Committee on Industrial Health: Logan T. Robertson, 
M.D., Chairman, 17 Charlotte St., Asheville, N.C.; Wil- 
liam B. Hildebrand, M.D., 59 Racine St., Menasha, 
Wis.; Lester D. Bibler, M.D., Underwriters Bldg., Indi- 
anapolis, Ind.; Carleton R. Smith, M.D., 1101 Main St., 
Peoria, Ill.; Charles F. Shook, M.D., Ohio Bldg., Toledo, 

Ohio. 


Advisor of the Board on International Medical Affairs: 
U. R. Bryner, M.D., 508 E. South Temple St., Salt Lake 
City, Utah. 


Committee on Mental Health: John O. Milligan, M.D., Chair- 
man, 1120 Boylston Ave., Seattle, Wash.; W. R. Sibley, 
M.D., Abilene, Tex.; Eugene I. Baumgartner, M.D., 25 
Alder St., Oakland, Md.; I. P. Frohman, M.D., 2924 Nichols 
Ave., S.E., Washington, D.C.; Richard H. Gwartney, 
M.D., 1098 ““D” St., San Bernardino, Calif.; Lawrence E. 
Drewrey, M.D., 530 Jefferson St., S.W., Camden, Ark.; 
Robert M. Fonner, M.D., 3225 N. Laramie Ave., Chicago, 
Ill.; Austin B. Kraabel, M.D., 415 N. 85th St., Seattle, 
Wash.; John F. Loeck, M.D., 114 3rd Ave., S.E., Inde- 
pendence, Ia. 


Special Committee on Invitational Scientific Congress: 
Paul S. Read, M.D., Chairman, 2415 Fort St., Omaha, 
Neb.; James M. Perkins, M.D., 227 16th St., Denver, 
Colo.; John O. Milligan, M.D., 1120 Boylston Ave., 
Seattle, Wash. 
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Liaison Committee with the Specialty Societies: Malcom 
E. Phelps, M.D., Chairman, 203 S. Macomb, El Reno, 
Okla.; James M. Perkins, M.D., 227 16th St., Denver, 
Colo.; John P. Lindsay, M.D., 5410 Harding Rd., Nash- 
ville, Tenn. 


Committee for Liaison with General Practice Section of 
AMA on Certifying Board: John P. Lindsay, M.D., Chair- 
man, 5410 Harding Rd., Nashville, Tenn.; Holland T. 
Jackson, M.D., Medical Arts Bldg., Ft. Worth, Tex.; 
Carroll B. Andrews, M.D., Box 367, Sonoma, Calif. 


Liaison Committee with Advisory Board for Medical Spe- 
cialties: John G. Walsh, M.D., Chairman, 2901 Capitol 
Ave., Sacramento, Calif.; Holland T. Jackson, M.D., 
Medical Arts Bldg., Ft. Worth, Tex.; J. S. DeTar, M.D., 
55 W. Main St., Milan, Mich. : 


Committee on 1960 State Officers’ Conference: Richard P. 
Bellaire, M.D., Chairman, 38 Church St., Saranac Lake, 
N.Y.; Paul S. Read, M.D., 2415 Fort St., Omaha, Neb.; 
Thomas A. Keenan, M.D., 49 West St., Rutland, Vt.; 
Mr. Charles G. Dosch, Advisor, 1403 N. Delaware St., 
Indianapolis, Ind. 


The Chairman of the Board of Directors and the President 
are ex officio members of all commissions and committees. 


“The Doctor is ready 
to have a go at you now, 
Miss Pearson.” 
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Letters from Our Readers 


len Yours Truly 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


More Con than Pro 


Dear Sirs: 

I wish to make timely use of the invitation to 
members to express their views on the matter of a 
Certifying Board for General Practice. 

Iam completely opposed to this nonsense to rip 
asunder the AAGP by creation of an elect and pariah 
group of general practitioners. 

Nothing could be more naive than the arguments 
advanced for the proposal. They represent ration- 
alization, not reasoning. Who is foolish enough to 
dect three years of intern and resident training for 
general practice, when one more year would qualify 
him for a specialty? I doubt that even this ruse would 
fll the hospital appointments in our nonspecialty 
that now go begging. It is already obvious that our 
graduates know better. 

What part of the public will be fooled by this 
certification business? A general practitioner is a 
general practitioner, let’s face it; let us not be getting 
delusions of grandeur. The public knows next to 
nothing of boards. Already we have a laudable 
scheme requiring continued study and training. Still, 
Ihave not heard one comment, pro or con, excited 
by my certificate of membership! Will yet another 
scroll succeed in raising me above my peers? VA and 
Armed Forces preferences for specialists are of in- 
significant moment in the totality of practice. If 
labor unions are showing preference for specialists, 
they need to be shown how they are wasting money 
for high-priced care that mostly is not required. 

The AAGP has already stimulated intense interest 
in postgraduate education. Witness the mushrooming 
of courses that medical schools have offered in the 
past ten years, and the numerous schemes to bring 
these courses to the practitioner: radio, closed TV 
and teams to address hospital staffs and medical 
society groups. There is nothing to indicate that a 
certifying board would move those practitioners not 
already stirred. 


GP February 1960 


Yours Truly 


In its discussion of the disadvantages of having 
a certifying board, the committee reveals what a 
biased group it is. Committees tend so often to be 
formed of aggressive, steamed-up people fired with a 
CAUSE. 

The probable situation will be that creation of a 
Certifying Board for General Practice will signify 
the end of the AAGP, and its enviable record to date. 
Why do not all general men belong to the Academy? 
The reason I hear most often is that they feel and 
fear they will not be able to devote the necessary 
time for postgraduate education. Making it tougher 
will still scare off these men, plus many others now 
members. I, for one, shall withdraw, more in protest 
than in fright. 

R. LEITH SKINNER, M.D. 
Greenwich, N.Y. 


Dear Sirs: 

I could not agree more strongly with the work you 
are doing concerning the setting up of a specialty 
board for general practice. It is high time we did 
something to remove from us the stigma of second- 
class physicians, which is held by many lay people 
and by almost all our medical colleagues. 

After reading your report, I find very little to dis- 
agree with but I have a very strong feeling that the 
specialty board should be called the American Board 
of Family Practice, Family Medicine or Family 
Physicians. As you can note from my letter head, I 
use the term, family physician, to describe the type 
of practice that I do and have found it a very effec- 
tive description to laymen. There is no doubt that 
general practice is truly family practice, and it is my 
feeling that the term family physician has a great 
deal more public appeal than does the contrived term 
“generalist,” or the slightly derogatory “general 
practitioner.”’ 

I think good evidence of the public appeal of the 
term family physician is to be found in the recent 
series in Life magazine, concerning American medi- 
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cine. The second part of this four-part series describes 
the internist as the family physician of tomorrow. 
Your own report mentions the fact that the internists 
as well as the pediatricians, are trying to lay claim 
to the title of being the family doctor of the future. 

What better way have we to re-establish our own- 
ership of this title than by calling ourselves family 
physicians and by calling our board the American 
Board of Family Practice, Family Medicine or Fam- 
ily Physicians. 

The term general practice implies a practice cover- 
ing the whole field of medicine. Most thinking peo- 
ple, however, now realize that no one man can cover 
the whole field of medicine and none of us in general 
practice really try to do this since we freely refer 
more complex problems to our specialist colleagues 
in these fields. I think the term general practice con- 
jures up a picture in the public mind of a jack-of-all- 
trades who knowsa little bit about a lot of things, and 
who is not really competent in any one field. 

The term family physician, however, would be 
more likely to conjure in the public mind the picture 
of a dedicated physician who specializes in treating 
the whole family. I am certain that this picture has 
considerably more appeal to a highly specialized 
generation than the picture I mentioned in the pre- 
vious paragraph. 

RICHARD H. GANZ, M.D. 
Spokane, Wash. 


Dear Sirs: 

With regard to the proposed Board of General 
Practice I wish to record a vote against its establish- 
ment. I fail to see how a certificate can in any way 
add more prestige than membership in our Academy. 
Further we promptly fall in line with our “adver- 
saries,” the specialty groups. In the third place, it is a 
possible wedge to divide the Academy membership 
into two camps. 

T. J. CONLEY, M.D. 
Park Ridge, Ill. 


Dear Sirs: 

This is intended primarily as a vote against a 
Certifying Board for General Practice. 

Striving to establish such a board is equivalent to 
admitting that board certification makes a better 
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doctor. We should never cease to endeavor to im- 
prove ourselves and the AAGP has the answer to that 
in requiring postgraduate study. As far as I know 
postgraduate study is not required by any board 
group. Are they so far superior that they need no 
advanced study? One would be led to believe that 
very thing but we all know better. In this case it is 
the board groups that should be striving to emulate 
our postgraduate study requirements. Until they do 
I see no advantage in establishing a general practice 
board. 

Establishing a board would give hospital special- 
ists further control over training of doctors. I agree 
fully with Dr. Brotherston of the University of Edin- 
burgh who said, “The more medical practice be- 
comes hospital-based, the more necessary it is for 
the student to see and learn the circumstances and 
meaning of health and disease outside the hospital.” 
There is only one place to learn general practice and 
that is out in general practice. If you want a board 
certification then take a little extra time and become 
a specialist, which is probably what most men would 
do. 

JOHN HUBIAK, M.D. 
Odebolt, Ia. 


Watching “Watch For” 


Dear Sirs: 

Re: “Watch For’’—page 3, November, 1959 GP. 

I assume full responsibility for all statements 
and claims in my paper, “Allergic Cystitis: The 
Cause of Nocturnal Enuresis.”’ I therefore, release 
you from all obligation to shield me behind the pen 
name, ‘‘Brennan.”’ 

J. C. BRENEMAN, M.D. 
Galesburg, Mich. 


Abject apologies, Dr. BRENEMAN—PUBLISHER 


Generous Proportion 


Dear Sirs: 

In answer to your recent letter, I am enclosing 
a check in the amount of $25 as my contribution to 
the Academy’s headquarters building fund. 

I wish I could make my contribution at least in 
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Yours Truly 


four figures, but unfortunately I am in no position 
to do so. I have been out of practice since July, 
1955, and I am forever grateful for the day I joined 
the Academy. Were it not for the regular assistance 
I receive from the Group Insurance Program, I 
would not be in a position to send this contribution, 
and so it is with a great deal of pride and gratitude 
that I wish to participate in this wonderful venture 
of contributing to the national headquarters building. 
NAME WITHHELD ON REQUEST 
New Hampshire 


Minority Report 


Dear Sirs: 

I just received the beautiful Annual Report from 
the Academy. When I first glanced at it, I thought 
it was a report of General Motors to their stock- 
holders. The multi-color columns, graphs, artist’s 
sketches plus photographs (of the same men), figures 
and general platitudes are just exactly like any 
other Annual Report of a big corporation. 

I am probably in the minority, but I think this 
“report”’ is far too glossy, fancy and expensive. 

Don’t we have anything better to do with our 
money? 

Why a separate annual report at all? Couldn’t 
your fine journal GP accommodate a simple cut-down 
version of facts and figures, without all the fancy 
curlicues. 

I wonder who else feels the same way? 

HANS POLLAK, M.D. 
Gloversville, N.Y. 


A compilation of all letters received commenting on 
the 1959 Annual Report shows Dr. Pollak’s reaction 
to be decidedly in the minority— PUBLISHER 


A Select Opportunity 


Dear Sirs: 

As I have been a member of the AAGP since we 
organized in Atlantic City in 1947, I am writing to 
ask your help in securing a physician to take over 


my practice. My health will not permit me to con- 
tinue. 


This is a wonderful opportunity as there is a 
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select clientele with good credit rating and a new 
building and equipment with low rent. No invest- 
ment is necessary. After a trial run I would consider 
other terms. The practice has been established 30 
years, has kept two men busy most of the time, and 
should gross $30,000 to $45,000 a year. 

I would like a young physician who is a graduate 
of a class “A” medical school in the States. Any 
help you can give me will be appreciated. 

WILFRED J. NOWLIN, M.D. 
109 South Main Street 
Farmer City, Ill. 


Alaska’s Medical Picture 


Dear Sirs: 

The August, 1959 issue of GP (page 249) carried 
an item concerning statements made by Sen. 
Ernest Gruening from Alaska. Some of the senator’s 
statements are deserving of comment by a physician 
practicing within the state. It is difficult to discern 
exactly the goal of the senator’s comments, but I 
think it would be well to remember that he was the 
appointed governor of the Territory of Alaska during 
the administration of Franklin Delano Roosevelt and 
his record of legislative effort and executive actions 
include many items with a distinct socialistic stamp. 
In a phrase, I am suspicious of the senator’s long 
range motives. 

In the article which you published, the senator 
is quoted as saying that large areas of Alaska are 
“almost totally lacking in medical services.”” There 
are also large areas in Alaska which are almost totally 
lacking in people. Alaska is in a unique position with 
its huge territory—one-fifth the size of “the South 
48’’—and a total population which is less than that 
of Omaha, Neb. 

The senator states that except for 11 centers of 
population, medical facilities are deficient. There are 
only eight fairly large centers in Alaska. These in- 
clude Anchorage, Fairbanks, Ketchikan, Juneau, 
Sitka, Seward, Palmer and Kodiak. They range in 
population from 1,800 to about 60,000. Each of the 
communities named has a hospital as do Nome, 
Wrangell, Petersburg, Seldovia, Skagway, Glennallen 
and Homer. These hospitals are all manned by one 
or more physicians. The communities of Valdez and 
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Ft. Yukon also have hospitals which are not to my 
knowledge manned at the present time. The com- 
munity of Cordova has a hospital and I believe there 
are physicians there to keep it open, though there 
has been a time when there were no patients therein. 

This would indicate, then, that there are more than 
11 communities in Alaska which are supplied with 
reasonably adequate medical care. The communities 
of Wrangell, Petersburg, Cordova, Valdez, Seward, 
Seldovia, Skagway, Glennallen, Nome and Palmer 
are in the population range of 2,500 downward. The 
Alaska Native Health Service (which is a branch of 
USPHS) maintains hospitals in Point Barrow, 
Bethel, Dillingham, Juneau, Kotzebue, Mt. Edge- 
cumbe, St. Paul Island, Tanana and Anchorage. The 
hospitals in Mt. Edgecumbe and Anchorage are 
large, the former having a capacity of 200 plus and 
the latter a capacity of approximately 400. These 
hospitals are well supplied with physicians from 
USPHS. There are also military hospitals in the 
Anchorage and Fairbanks areas with approximately 
400-bed capacity or more in each of these areas. 
These government hospitals, of course, are well 
supplied with physicians and nurses through the 
generosity of the Great American Tax Payer. 

By far the majority of the non-native population 
of Alaska live in the sphere of influence of one of the 
communities which contains a hospital. It will be ex- 
tremely interesting to observe 1960 census results. It 
will show that the small portion of humanity scat- 
tered over the Alaska map has arranged itself in clots 
rather than spread diffusely. These clots center on 
the island communities in Southeastern Alaska, along 
the route of the Alaska Railroad in Central, in the 
Kodiak area, and in the regions of Nome, Kotzebue 
and Point Barrow. 

If one were to take a map of Alaska and draw cir- 
cles 100 miles in radius—equivalent to three hours by 
average rural automobile transportation or one-and- 
a-half hours by air—the population lying outside of 
those encircled areas would be extremely small but 
the land area outside of those encircled areas would 
be extremely large. 

Herein lies the explanation for the reason that some 
‘people are unable to be within adequate reach of 
medical care: They prefer to live beyond the areas of 
Influence of larger clots of population. In general it 
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takes 700-1,000 people to support a single physician 
in the U.S. On the basis of pure economics, a private 
physician cannot maintain himself on the income 
which he might derive by living in areas which con- 
tained 1,000 people, in such a sparsely settled ar- 
rangement, even if those people had the wherewith to 
provide his honoraria. 

In a letter to ‘‘New Medical Material” (October, 
1959) Norman Davis, director of the medical pro- 
gram of the Sears Roebuck Foundation, makes this 
comment: ‘‘Unfortunately, we find that many towns 
cannot support a physician. Therefore, our first step, 
when a community asks us to help, is to conduct a 
survey to determine whether it can provide a doc- 
tor’s income at least equal to the national average for 
general practitioners. Only towns that can do this are 
encouraged.” 

The senator’s latest move is to request that the 
hospitals of the Alaska Native Health Service be 
opened for the treatment of non-native people in their 
vicinity on more than emergency care basis. These 
people for the most part are trappers, hunters or 
store keepers who prefer to live an isolated type of 
life, or they are construction workers who have taken 
employment in these areas because of the large wages. 

These large wages are directly related to the isola- 
tion and lack of the standard facilities of civilization. 
All of these construction organizations maintain ade- 
quate contact by air with larger centers from which 
they receive their supplies and most of them maintain 
first-aid service by trained personnel at the site of 
their construction and emergency care has always 
been available at these hospitals. 

At the present time certain physicians who were 
previously employed by the Alaska Native Health 
Service in the outlying areas have so enjoyed life 
there that they are now planning to go back and at- 
tempt to set up private practice within these areas, 
sparsely populated though they may be. Shall these 
now-private physicians be allowed to care for their 
private patients in USPHS hospitals? Or shall the 
patient enter a government hospital under the care 
of the government physician placing that physician 
in competition with his private practicing brother? Is 
the senator thinking this through? 

I am in complete accord with the views of Dr. 
Cyrus Anderson reported in the same issue of GP, 
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“that a Libertarian holds that persons who make un- 
wise choices have no right to demand that the govern- 
ment reimburse them for their folly.”’ 

It is my fear that Alaska because of its great size 
and small population will serve as an area in which 
the professional “‘do-gooders” will attempt to intro- 
duce rather extensive socialization of medical care 
and hospital facilities, or at least the entering wedge 
for same. They will then attempt to use it as a prece- 
dent for continued efforts at socializing our profes- 
sion elsewhere in our nation. The time-honored 
struggle of the chiefs to control the medicine men 
continues unabated. 

J. B. DEISHER, M.D. 
Seward, Alaska 


Two Openings 
Dear Sirs: 

The Sheboygan Clinic, a medical and surgical 
group of 16 physicians, has an attractive opening for 
a young general practitioner to join the organization. 
A young doctor between the ages 29 and 35 is pre- 
ferred. 

There are two openings which may be of interest. 
The clinic would like to bring in a general practitioner 
to the staff, who is interested in developing obstetric 
patients and also a family practice. We have one such 
general practitioner on our staff, age 51, who has a 
huge practice, and we are urgently in need of another 
general practitioner to handle a portion of this load 
and also develop a following of his own. 

The second opening involves the services of a doc- 
tor in general practice at a substation located ten 
miles from Sheboygan, a vacancy we have been re- 
quested to fill through our organization. This consti- 
tutes a rural practice in a community of 2,500 people; 
however, the area served includes about 5,000 resi- 
dents. Patients from this area are admitted to She- 
boygan hospitals. 

There is no investment required for either of these 
Positions, and a membership arrangement with our 
group is offered. 

VINCENT L. MEYER 
Business Manager 
The Sheboygan Clinic 
Sheboygan, Wis. 
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concentrates the multiple corrective benefits of resorcin and sulfur at the 
affected spots. +96 
RESULIN dries and stimulates the skin, provokes moderate exfoliation, and | 
guards against infection. Antipruritic action helps keep fingers away from the 
face. Your young patients will be grateful for their improved appearance from +99 
the first application of resutin. Samples and literature available on request. | 


RESULIN® compounds are indicated in all acne conditions. | RESULIN Ointment, 142 oz. tubes, Blonde and Brunette. 
RESULIN Lotion, 4 fl. oz. bottles, Blonde and Brunette. For dry-skin, comedo-type acne. 
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Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners will 
have an interest, appear here monthly. 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed when 


available. 


FEBRUARY 


*15-16: Oklahoma chapter, annual meeting, Tulsa Hotel, 
Tulsa. (8 hrs.) 

*16-19: Iowa chapter and State University of Iowa College 
of Medicine, refresher course for the general practi- 
tioner, Iowa City. (26 hrs.) 

*18: University of Wisconsin, course on therapeutics, 
Wisconsin Center Building, Madison. (7 hrs.) 

*20: Seton Hall College of Medicine and Dentistry, course 
on pediatric urologic problems, Martland Medical 
Center, Newark, N.J. (5 hrs.) 

*22-24: University of Pennsylvania, course on diabetes and 
hypoglycemia, Graduate Hospital, Philadelphia. (18 hrs.) 

*22-26: University of Kansas, course on hematology, 
University of Kansas Medical Center, Kansas City, 
Kan. (85 hrs.) 

*24-25: University of Buffalo, course on obstetrics, Buffalo, 
N.Y. (14 hrs.) 

*24-25: Indiana chapter, annual meeting, Scottish Rite 
Auditorium and Van Orman Hotel, Ft. Wayne. 

*25-27: University of Florida, seminar in obstetrics and 
gynecology, Gainesville. (15 hrs.) 

*26-28: Pennsylvania chapter, seminar on hypnosis, 
Sheraton Hotel, Philadelphia. (20 hrs.) 

*29-1: Canadian College of General Practice, scientific 
assembly, Queen Elizabeth Hotel, Montreal. 

*29-5: University of Oklahoma Medical Office of Post- 
graduate Education, basic course in electrocardiography, 
University of Oklahoma School of Medicine, Oklahoma 
City. (44 hrs.) 


MARCH 


*2-3: University of Buffalo, course on arthritis, Buffalo, 
N.Y. (14 hrs.) 

*3-4: University of Washington School of Medicine, third 
cancer symposium, Seattle, Wash. (11 hrs.) 
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*7-9: University of Kansas, course on pediatrics, University 
of Kansas Medical Center, Kansas City, Kan. (21 hrs.) 

*7-10: New Orleans Graduate Medical Assembly, 23rd 
annual meeting, Roosevelt Hotel, New Orleans, La. (28 
hrs.) 

*9: University of Oklahoma, symposium on urology, Uni- 
versity of Oklahoma Medical Center, Oklahoma City. 
(4 hrs.) 

*9: Second District Louisiana chapter, hypnosis—its use, 
misuse and limitations, Hilton Inn, Kenner, La. (1 hr.) 

*9-10: University of Buffalo, course on psychiatric problems 
in general practice, Buffalo, N.Y. (14 hrs.) 

9-10: University of Louisville and Heart Association of Jef- 
ferson County, sixth annual symposium on cardiovascu- 
lar diseases, Brown Hotel, Louisville, Ky. (9 irs.) 

*10: University of Wisconsin, two and one-half-day course 
on neurology, Madison. (171% hrs.) 

*13: Southwestern Ohio Society of General Practice, 
seminar on pediatrics, College of Medicine, University 
of Cincinnati, Cincinnati. (5 hrs.) 

*14: Harris County (Texas) chapter, and University of 
Texas, recognition and treatment of common eye 
diseases, Jesse Jones Library Building, Houston. (1 hr.) 

*14-16: University of Minnesota, course on internal medi- 
cine, Minneapolis. (15 hrs.) 

14-18: American College of Chest Physicians, 13th an- 
nual postgraduate course on diseases of the chest, 
Sheraton Hotel, Philadelphia. 


*15-17: Medical College of Georgia, course on obstetric 


complications in general practice, Medical College of 
Georgia, Augusta. (18 hrs.) 


Continued on page 305 


Annual AAGP Meetings 


Annual Scientific Assembly 
Mar. 21-24, 1960: Convention Hall, Philadelphia. 
Apr. 17-20, 1961: Miami Beach Auditorium, 
Miami Beach, Fla. 


Annual Symposium on Infectious Diseases 
Sep. 23, 1960: Battenfeld Auditorium, Kansas City, Kan. 
Sep. 15, 1961: Battenfeld Auditorium, Kansas City, Kan. 


Annual State Officers’ Conference 
Sep. 24-25, 1960: Hotel Muehlebach, Kansas City, Kan. 
Sep. 16-17, 1961: Hotel Muehlebach, Kansas City, Kan. 


33 


No significant reports of toxicity to liver, kidneys or blood.’ m Nardil 
corrects depression with simple tablet therapy in 4 out of 5 cases within 
2 to 6 weeks; therapeutic action often within first few days.’ m Prescribe 
Nardil when your patient is “down at the mouth,” apathetic (with or 
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associated with angina pectoris, rheumatoid arthritis and chronic disease 
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References: 1. Sainz, A.: Ann. New York Acad. 
Sc. 80:780, Art. 3 (Sept. 17) 1959. 2. Thal, N.: 
Dis. Nerv. System 20:197 (May, Pt. 1) 1959 
3. Saunders, J. C., Kline, N. S., et al.: Am: J. 
Psychiat. 116:71, 1959. 4. Arnow, L. E.: Clinical 
Med. 6:1573, 1959. 5. Dickel, H. A., et al.: 
Clinical Med. 6:1579, 1959. 6. Dunlop, E.: Rhode 
Island M. J. 42:656, 1959. 7. 
Sainz, A.: Dis. Nerv. System 
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Virginia Med. Monthly 86: 
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Nerv. System (in press) 1960. 


PERSONALITIES in the Medical News 


C. N. Hugh Long, M.D. 
qr Outstanding Contributions 


AN EMINENT researcher in biochemistry, physiology and 
endocrinology was the recipient of the 1959 Pharmaceutical 
Manufacturers Association Award. Dr. C. N. Hugh Long, 
Sterling professor of physiology at Yale University, was 
honored at the December meeting for his outstanding 
contributions in the field of medicine. A native of England 
who received his U.S. citizenship in 1942, Dr. Long has been 
at Yale since 1936, when he was appointed professor of 
physiologic chemistry and chairman of the Yale Laboratory 
of Physiological Chemistry. He became dean of the medical 
school in 1947 and served in that capacity until 1952, 

when he retired to devote his time to research. 

His current research is in sugar metabolism in relation 

to diabetes, sugar metabolism and physiology in shock. 

Dr. Long is now chairman of the National Science Foundation’s 
division of biology and medicine. 


James E. Stuart 
Paying the Hospital Bill 


AS OF JANUARY 1, James E. Stuart assumed the duties of the 
president of the Blue Cross Association. Formerly executive 
vice president of the nation’s largest voluntary prepayment 
hospital plan, Mr. Stuart has been active in the Blue Cross 
movement since 1942, when he became executive director of 
the Cincinnati, Ohio, plan. During his 16 years in Cincinnati, 
he also served as chairman of the board and chairman 

of the executive committee, Health Service, Inc.; 

as vice chairman and chairman, Blue Cross Commission; 
and chairman of the commission’s Government Relations 
Committee. Mr. Stuart has also acted as a consultant 

for the Department of Health, Education and Welfare. 

A graduate of Emory and Henry College, Emory, Va., the new 
president received both an LL.B. and an LL.M. degree from 
George Washington Law School, Washington, D.C. 
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A New/Route for 
Relief of 
Recurrent Throbbing 


HEADACHES 


including migraine 
syndromes, 

other vascular 
headaches, 
histaminic 
cephalalgia, 

and occipital 
neuralgia. 


In 2.5 cc. stainless steel vial with 
plastic oral adapter. Each cc. “ps 
contains 9.0 mg. ergotamine 

tartrate. Each depression of ~ 
the metering valve delivers 
‘0.36 mg. ergotamine tartrate 
self. from the oral 


Medihaler-Er rgotamine 


Oral Inhalation of Micronized Ergotamine Tartrate 


More Effective and Faster Acting 
than 1 mg. oral or sublingual ergotamine with 


or without caffeine. 


Dosage: A single inhalation Convenient...relief readily available any- 
at onset of headache. Repeat 

where, any time, without delay, without em- 
Any additional inhalations barrassment—vest-pocket size unit travels with 
should be spaced at intervals S 

of not less than 5 minutes. the patient. 

Not more than 6 inhalations 
should be taken in any 24-hour Economical...each vial delivers at least 
period. 50 doses. 


(Riker) California 
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More and More People 


WE recently heard some fascinating population 
statistics. They aren’t of a nature that pose an 
immediate threat but they are more colorful than 
simply pointing to the increase in life expectancy. 
If the population of the world continues to in- 
crease at its present rate, approximately 18 per 
cent per decade, in 730 years there will be one 
person for every square foot of dry land. That 
makes for crowded conditions but life won’t be 
nearly as rough as it will be 1,700 years from 
now—when the aggregate weight of the people 
on earth will equal the weight of the earth itself. 
Asa clincher, statisticians point out that if our 
present birth rate dated back to the time of 
Christ, we would now have 50 million people per 
square mile. Not even New York is that crowded. 
If all of this involves a word to the wise, we 
haven’t discerned the message. Perhaps it’s 
another way of telling us that the world of today 
has a great deal to offer. 
We’re reminded of stories about a statistician 
who drowned in a pond, the average depth of 
which was only two feet. 


The Cost of Drugs 


PATIENTS COMPLAIN of the high cost of drugs 
and often blame the pharmacist. However, the 
pharmacist is not at fault. Although there may be 
an occasional case of overcharging, the pharma- 
cist settles for a reasonable profit plus an allow- 
ance for overhead and a very large (but necessary ) 
inventory. A pharmacist must stock drugs worth 
at least $16,000. The reason for the high cost of 
drugs goes back further than the pharmacist. 
Remember, too, that not all drugs are high- 
priced. For instance one can buy aspirin, still a 
very useful drug, for as little as $1 per thou- 
sand tablets or one-tenth of a cent apiece. Ordi- 
nary penicillin, once very expensive, is now the 
cheapest antibiotic. One can still buy the old 
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drugs such as nitroglycerin, milk of magnesia, 
and phenobarbital quite inexpensively. It is the 
new drug which costs money. 

The reason is obvious. First of all, a new drug 
usually follows years of painstaking organic 
chemical investigation to produce compounds 
which have some therapeutic application. After 
that, these compounds are carefully tested on 
many species of animals to determine the pharma- 
cologic effects and to detect any possible thera- 
peutic implications. During this period (which 
may take months or years) acute and chronic 
toxicity studies are done. At the end of this time 
if nothing of value has been detected, the whole 
program is junked and research again begins 
from scratch. 

Occasionally one or more ‘compounds look 
promising. These compounds are then submitted 
to clinical research workers for study on patients. 
Very often at this stage, the disheartening dis- 
covery is made either that the drug is too toxic 
for man or it does not produce the therapeutic 
effect predicted by the animal experiments. If 
such is the case the whole study must be aban- 
doned and once more the start must be made 
in the organic chemistry laboratory. 

The unusual drug may show considerable 
promise in the human studies. When such is the 
case, the manufacturing company arranges for 
simultaneous clinical trials throughout the coun- 
try. Substantial grants to hospitals and medical 
schools are made. Finally all the data are assem- 
bled, and the company files a new drug applica- 
tion with the Food and Drug Administration. 
Once approval has been obtained, the manufac- 
turer must now inform the doctor about the new 
product. 

This is done by advertising, distribution of 
samples and reprints of articles published by in- 
vestigators of the drug. 

It should be plainly evident that the develop- 
ment of a new drug is a very costly procedure, 
often running into several million dollars. This 
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cost must be met and must appear in the actual 
cost of the drug to the consumer. Thus in con- 
trast to aspirin which, as indicated previously, can 
be obtained for one-tenth of a cent per tablet, 
the new drug per tablet or capsule must cost the 
patient anywhere from 40¢ to $1 each—some- 
times even more. 

The doctor in prescribing for his patient, par- 
ticularly one in the lower income brackets, 
should keep in mind the cost of drugs. He may 
be able to give the patient phenobarbital instead 
of the latest tranquilizer; he may be able to 
advise aspirin for joint pains rather than the 
newest analgesic or the newest corticoid. The 
newest is not necessarily the best, and the judi- 
cious use of established U.S.P. drugs can save your 
patient a lot of money. Remember, however, that 
there are times when a new drug must be used 
as a lifesaving measure. In that case, the cost 
of the drug, whatever it may be, is a minor con- 
sideration in relation to the life of the patient. 


Progress in Endocrinology 


MODERN advances in medical diagnosis and 
therapy appear with such extraordinary rapidity 
that what one writes today is often archaic to- 
morrow. The rapid progress being made in thera- 
peutics is usually transferred to the physician’s 
armamentarium at a much slower rate and as a 
result, there is a significant time loss before the 
drug is available to the physician in private 
practice. This is perhaps seen with greater fre- 
quency in a specialty such as endocrinology than 
in many of the other branches in medicine. Many 
times, the physician busily engaged in patient 
care may not be aware of the various ramifica- 
tions of this highly complicated and interesting 
specialty. Thus he may not be able to offer his 
patients the benefit which they would normally 
reap if direct application of new principles were 
made as promptly as possible. 

In an attempt to bring some of the modern 
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advances in endocrinology to the attention of the 
general practitioner, the page 82 discussion of 
hirsutism represents the initial article in a pend- 
ing series on clinical endocrinology. Much of the 
material to be presented will offer the modern 
concept of therapy in the management of endo- 
crine disturbances, including some explanation of 
the physiopathology responsible for the particu- 
lar endocrinopathy under discussion. Many of 
the procedures advised will be based upon the 
cumulative experience of the author and may 
take an arbitrary point of view where controversy 
may exist. 

In the evaluation of any therapeutic agent to 
be used in endocrinology, it is important that 
completely objective methods be employed to 
achieve a satisfactory conclusion. Frequently 
many of the complaints attributed to a specific 
endocrinopathy may not be based entirely upon 
any disturbance in function of the glands of 
internal secretion but may be due to supraten- 
torial factors which can simulate some of the ab- 
normalities seen in different endocrine syndromes. 
Hence, alleviation of these complaints attributed 
to the endocrinopathy does not necessarily mean 
that the methods employed are a measure of the 
efficacy of the preparation being administered 
but may be merely an index of response of the 
patient to suggestive therapy. Therefore, before 
glowing terms are used to describe the beneficial 
qualities of a particular preparation, it would be 
well to use objective means. of evaluation. The 
therapeutic response to many of the drugs and 
techniques to be described is based upon objective 
means of evaluation, thereby excluding the possi- 
bility that the effects achieved are due to placebo 
activity rather than the physiologic expression 
of the drug or hormone used. 

Care must be taken in the therapeutic applica- 
tion of the recommendations being made to in- 
sure that the described procedures are adhered to 
with precision and accuracy. At times there 1s 
little room for empiricism in medicine and fre- 
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quently it is imperative to follow instructions im- 
plicitly in order to achieve the therapeutic 
response which would be anticipated. 

Many times recognition of an endocrinopathy 
can only be accomplished by performing appro- 
priate diagnostic procedures. At this point it 
would be interesting to reminisce about a personal 
experience which shows so dramatically how 
impossible it may be at times to recognize a dis- 
turbance in the endocrine status of an individual 
by inspection or clinical criteria alone. About ten 
years ago the author prepared an exhibit for the 
annual AMA meeting entitled “Diagnostic Tests 
in Endocrinology.’”’ Bone age was discussed as an 
important diagnostic procedure in the section on 
x-ray diagnoses. The advanced bone age of a 
34-year-old who had exhibited spermatogenesis 
was demonstrated together with the marked re- 
tardation of bone age seen in a 34-year-old cretin. 
The only similarly aged control available at that 
time was the author’s son. X-ray examination 
of his wrists, hands and elbows, taken for com- 
parison with that obtained from the patients 
with the endocrinopathies, showed a slight but 
definite retardation of bone age. 

Immediate performance of both blood cho- 
lesterol and protein bound iodine showed un- 
equivocally that the “‘control’’ was actually a 
hypothyroid individual. When placed upon ap- 
propriate thyroid medication he showed a rapid 
growth response so that his height, which had 
been in the lower tenth percentile, rapidly ap- 
proached the upper range of normality, sup- 
plying further proof of the need for the “control’’ 
for exogenous thyroid medication. Here, then, 
was a perfect example of decreased thyroid 
activity not recognized by the endocrinologist 
despite the fact that the subject was a member 
of his very own household. This stresses the need 
for adequate diagnostic tests despite the clinical 
experience of the clinician in order to appropri- 
ately affirm the presence or absence of an endo- 
crinopathy. 


GP February 1960 


The clinical approach to many of the problems 
to be discussed will of course be stressed but will 
not replace the laboratory and other diagnostic 
procedures that are pertinent. Practical thera- 
peutic approach will be in order although little 
faith will be placed on the promulgated methods 
based purely upon the shifting sands of empiri- 
cism. 

Only the newest and most appropriate means 
of management will be described. Reference to 
the older archaic methodology, when it is made, 
will be done only for the purpose of historic in- 
terest. We must hasten to state, however, that 
although the therapeutic reviews which will be 
presented will offer the modern view at the time 
they are written, they, themselves, may soon be 
considered archaic due to the ever constant 
changes seen in endocrinology which flood the 
medical literature with literally machine gun 
rapidity. 


On the Nature of Man 


AN interesting application of political theory to 
medical fact is the analysis of V. S. Il’ichen trans- 
lated in the Journal of Microbiology, Epidemiology 
and Immunology, a journal whose purpose is to 
keep the English-speaking workers abreast of So- 
viet medical science. 

The development of medicine is an economic 
development and one “growing out of society’s 
needs for the production of material goods,” 
according to Dr. II’ichen, who happens to be 
director of Marxism-Leninism at the University 
of Leningrad. Thus, communist medicine is “im- 
mensely superior” and contrasts with the “grim 
situation in the capitalist countries’ because 
Marxist medicine concentrates on the ‘‘essenti- 
ally social nature” of man. With the increasing 
interchange of medical workers being projected 
as a result of the Khrushchev visit, there should 
be more opportunity to compare efficacy of 
medical care under the two systems. 
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Hirsutism 


HERBERT S. KUPPERMAN, M.D. 


New York University—Bellevue Medical Center 
New York, New York 


Hirsutism is more than a cosmetic problem. 
Endocrine factors may involve the thyroid, 
pituitary, adrenals or the ovaries. 

Other factors, even those of iatrogenic origin, 
must be considered. The therapy depends 

on an accurate diagnosis 

of the underlying condition. 

Racial and hereditary variations in hair growth 
must be distinguished from true hirsutism. 


EXCESSIVE GROWTH of hair, whether on the ex- 
posed portion of the body or on that covered by 
clothing, creates a serious problem for any wom- 
an. At the very least it mars her picture of her 
own femininity and her attractiveness to the 
opposite sex. In more extreme cases she may be 
driven into a state of depression and refuse to go 
out into society. Indeed there have been reports 
of attempted suicide among women disfigured by 
a clearly male distribution of hair, and some of 
these attempts have been successful. 


Causes of Hair Growth 
FAMILIAL AND RACIAL BACKGROUND 


There is a rather wide variation of normalcy in 
hair growth, and allowance should be made for 
the individual’s racial and familial background 
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before calling the hair growth excessive. Cau- 
casians generally are far hairier than the Mongo- 
loid races, which includes the American Indian 
and, normally, even Mongoloid males show only 
slight accentuation of the male pattern of hair 
distribution. 

In this regard, the Negro occupies a midway 
position. Further, among the Caucasians, women 
of northern European ancestry tend to have less 
hair than those of southern European ancestry. 
The increased hair growth of the Latin women 
may be bodywide or limited to the upper lip. 
Considerations based on race must necessarily be 
loose and would be altered entirely in the pres- 
ence of intermarriage. For example, the off- 
spring of a marriage between a Latin and a 
normally hairless American Indian might show a 
degree of hirsutism which would seem extreme to 
the Indian side of the family. Within any race 
there are familial variations. If the mother, sister 
and aunts of a patient who is troubled by exces- 
sive hair growth likewise suffer with excessive 
hair, there is a strong likelihood that the exces- 
sive hair growth is of genetic origin and not a mat- 
ter of pathology or due to an endocrinopathy. 


SEXUAL PRECOCITY 


The problem of excessive hair growth may 
arise in that its appearance may be premature. 
The normal appearance of the menarche is 10 to 
14 years and usually the pubarche precedes it by 
two years. Accordingly, the presence of pubic 
hair at the age of 6 calls for investigation of 
steroid excretion pattern and radiologic bone age 
to distinguish constitutional sexual precocity 
from neoplasia of the ovary or adrenal. This 
would be all the more necessary were the pubic 
hair growth to appear as early as 3 years of age, 
particularly to be able to distinguish between the 
abnormal or normal patient with physiologic 
sexual precocity. While vulvar hair precedes the 
appearance of pubic hair, its presence alone is 
usually of no clinical significance (Figure 1). 
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NONENDOCRINE CONDITIONS 


Certain nonendocrine conditions may be asso- 
ciated with excessive hair growth. Hirsutism has 
developed on occasion in patients suffering pul- 
monary tuberculosis. It is also found in patients 
paralyzed by poliomyelitis, the degree of hirsut- 
ism tending to parallel the extent of nerve dam- 
age and being greatest in those who have had 
bulbar poliomyelitis. Spina bifida, particularly 
when there is paralysis of the lower extremities, 
may show hirsutism about the perineum and to a 
lesser extent on the face and body. Epileptics 
with grand mal seizures may show increased hair 
growth. The involvement, however, is commoner 
in those taking the hydantoin compounds, al- 
though the drug is not otherwise androgenic. 


INFLUENCE OF PREGNANCY 


There is what might be called a physiologic in- 
crease in hair growth during pregnancy. The ex- 
tent may be slight or marked but regardless of 
the degree, the hair growth recedes almost en- 
tirely after delivery. A slight residual, however, 
may remain, and with successive pregnancies the 
cumulative hair growth may become extensive. 
The cause of this condition lies presumably in 
the placenta and nothing is done about it unless 
the excess hair growth persists after the preg- 
nancy has terminated. Such a patient would be 
investigated as for any other case of hirsutism. 

A seeming variant is the patient in whom there 
is not only a loss of the excess body hair of preg- 
nancy but who suffers a thinning and recession of 
cephalic hair. Areas of alopecia may appear, and 
the recession in the frontal areas is similar to that 
seen in adult males. The reason for the hair loss is 
problematic. It may be due in part to decreased 
pituitary activity not unlike that seen in Shee- 
han’s syndrome (Figure 2) but of a lesser degree. 
The degree of hair loss may diminish as the post- 
partum period extends, and many times spon- 
taneous regrowth occurs. The management of 
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FIGURE 1. E. H., age 714. Increase in vulvar hair not associ- 
ated with any overt endocrinopathy. Also note increase in hair 
on extremities. 
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this problem, where there is no spontaneous re- 
growth, will be discussed below. 


PITUITARY FACTORS 


Pituitary factors in hair growth are obvious. 
There are experimental, as well as clinical data, 
indicating that in the absence of the pituitary 
gland a diminished degree of hair growth may be 
noted. As a matter of fact, the body hair will 
show a marked decrease and will completely dis- 
appear in patients with hypopituitarism of some 
three to four months’ duration. The loss of axil- 
lary and pubic hair may be so striking in these in- 
dividuals as to offer the clinician a useful diag- 
nostic sign pointing toward hypopituitarism. It is 
possible that thinning of the cephalic hair per se 
may be due in part to decreased pituitary func- 
tion, as well as indirectly to decreased activity of 
the endocrine end organs supported by: the 
pituitary gland. 

The importance of the pituitary gland in con- 
trol of body hair growth is emphasized by the 
fact that complete loss of this hair is usually not 
seen in the hypothyroid and/or hypoadrenal 
corticoid individual. The hypothyroid individual 
may show complete or partial hair loss in the 
axillary region, lateral aspects of the eyebrow and 
decrease of pubic hair, (Figure 3) while the hypo- 
adrenocorticoid individual may show only a de- 
creased growth of axillary or pubic hair. How- 
ever, unless these patients are in the terminal 
phases of their disease, the hair loss will not be 
comparable to that noted in hypopituitarism. 
Recent animal experimentation has indicated the 
growth of hair of the pelage of animals may be 
diminished after removal of the pituitary gland. 
The effects of ablation of the pituitary gland 
cannot be completely restored by placing the 
animal on replacement therapy with hormones 
normally secreted by the pituitary-dependent 
glands. Other examples of the role of the pituitary 
gland in hirsutism may be noted in patients with 
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FIGURE 2. J. O., age 39. Sheehan’s syndrome. Note lack of 
azillary and pubic hair. Minimal vulvar hair present. 
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FIGURE 3. A. B., female, age 64, hypothyroid. Note decreased 
pubic and axillary hair with decreased hair on lateral aspect 
of eyebrow. 
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acromegaly. Many an acromegalic will show a 
significant degree of hirsutism. This may be due 
in part to those pituitary gland hormones which 
are responsible for producing the clinical mani- 
festation of the disease itself. However, the hirsu- 
tism in acromegaly may also be a manifestation 
of hyperactivity of the adrenal cortex, which 
many of these patients show. Nevertheless, the 
hirsutism in acromegalics, despite the fact that 
these patients may show an increased secretion 
of 17-ketosteroid, is usually not amenable to the 
corticoid therapy which will be described below 
for treatment of patients with the adrenal genital 
syndrome. 


FIGURE 4. W. S., 4-year-old male. Hypothyroidism. Note 
marked increase of hair on dorsum. 
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THYROID FACTORS 


The role of the thyroid in hirsutism is an in- 
teresting one and appears to depend to a certain 
extent upon the age of the individual affected by 
the disturbance in thyroid function. There is no 
evidence to show that hyperthyroidism is asso- 
ciated with any abnormality of hair growth. Hy- 
perthyroidism, however, will affect hair texture 
so that there is an increased degree of fineness of 
hair in these individuals, plus a slight thinning of 
the cephalic hair. The apparent thinning of the 
cephalic hair may be due not to any actual loss of 
hair but due to-a change of texture of the hair 


a 


FiGuRE 5. B. G., age 6. Hypothyroid. Note increase of hair on 
arms. 
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making the hair appear less thick. The fine hair 
of the hyperthyroid individual fails to “take” a 
permanent wave as well as that noted in the 
euthyroid patient. 

Hypothyroid Child. The hypothyroid individual 
may show a variable rate of hair growth depend- 
ing upon the age of the patient. The young hy- 
pothyroid child will show a picture entirely dif- 
ferent from that seen in the adult hypothyroid. 
In the young hypothyroid child one of the car- 
dinal signs pointing to a diagnosis of hypothy- 
roidism is the presence of an increased amount of 
lanugolike hair on the dorsum or back accom- 
panied by an increased degree of hair growth on 


FIGURE 6. C. W., age 714. Hypothyroidism. Note increase of hair on dorsum and upper 
extremities, 
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the forearms (Figures 4, 5 and 6). This picture 
may be very characteristic and typical, and 
when present should certainly raise the question 
of possible hypothyroidism. Individuals with 
this condition, when placed under appropriate 
thyroid therapy, will show decrease of this hair 
growth on the body. The diminution of the hirsu- 
tism will not be apparent immediately after in- 
stitution of thyroid therapy but will be notice- 
able after three to four months of treatment. 
Hypothyroid Adult. In contrast to the child, 
the adult with hypothyroidism will show de- 
creased hair growth. As a matter of fact, the hy- 
pothyroid individual who had previously shown 
some mild degree of hir- 
sutism .will tend to be 
less hirsute when affect- 
ed by significant hypo- 
thyroidism. In addition, 
there are several other 
characteristic findings 
about hair distribution 
and growth in hypo- 
thyroidism. The adult 
patient will show a de- 
creased growth of axil- 
lary hair as well as a 
diminished growth of 
pubic hair. The effect 
upon the axillary hair, 
as noted above, may be 
so marked as to be asso- 
ciated with complete loss 
of axillary hair (Figures 
7 and 8). There may 
also be a loss of hair on 
the lateral aspect of the 
eyebrow (Figure 8). This 
has been considered a 
classical sign of hypo- 
thyroidism and it has 
been helpful in establish- 
ing the diagnosis of de- 
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Hirsutism 


FIGURE 7. E. M., age 48. Hypothyroidism. Note periorbital 
swelling and edema. 


FIGURE 8. R. S., age 57. Patient with hypothyroidism. Note 
lack of axillary hair and decreased hair on lateral aspects of 
eyebrow. 
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creased thyroid function. The cretin may show a 
sparse growth of cephalic hair (Figure 9). 

When the patients are placed upon thyroid 
therapy, the regrowth of axillary and pubic hair 
has been rather poor. The possible explanation 
for the loss of axillary hair in the adult with hy- 
pothyroidism, in addition to the specific effect 
of thyroid hormone upon hair growth, may be the 
decreased adrenocortical activity which these 
patients show. Nevertheless, when they are 
placed back upon thyroid therapy, there is usu- 
ally minimal if any restoration of hair growth in 
the areas involved, despite the fact that adreno- 
cortical activity may become normal. 


ADRENAL FACTORS 


The effect of the adrenals upon hair growth in 
the female is dramatically demonstrated in pa- 
tients with the adrenogenital syndrome. The 
zona reticularis is considered the area of the 
adrenal cortex responsible for secreting the an- 
drogenic steroids which are 17-ketosteroid pre- 
cursors. Hyperactivity of this particular zone 
layer may be accompanied by increased growth 
of bodily hair in the female giving rise to a pat- 
tern of distribution similar to that seen in the 
male (Figures 10 and 11). When a patient shows 
any evidence of increased hair deposition, the 
adrenal gland should be considered the one most 
likely to be responsible for this aberrant hair 
growth until it is proved otherwise. The specific 
role of the adrenal in causing the excessive hair 
growth will be established more precisely by 
demonstrating that there is an elevated excretion 
of both 17-ketosteroids and/or pregnanetriol. 
Such increases would suggest the adrenogenital 
syndrome. On the other hand, if the only meas- 
urement is of the 17-ketosteroids and if they are 
found to be increased, the possibility that the 
precursor androgenic steroids are of adrenal cor- 
tical origin is good, although not absolute. There 
are some tumors or areas of hyperplasia of the 
ovaries which simulate the adrenal gland or Ley- 
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FIGURE 10. S. F., age 34. Adrenal genital syndrome. Note 
increase of hair on chest. 


FIGURE 9. M. B., age 38, height 47 in., weight 129 lb. Cretin. FIGURE 11. D. L., age 27. Adrenal genital syndrome with 


Note sparse cephalic hair. elevated 17-ketosteroid and pregnanetriol. Note heavy beard 
growth. 
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Hirsutism 


FIGURE 12. E. F., age 25. Adrenal carcinoma. Note heavy 
facial hair growth. 


dig cells in function and hence may be associated 
with an elevation of 17-ketosteroid excretion. 
Elevation of the pregnanetriol excretion, how- 
ever, always points to the adrenal cortex as the 
factor responsible for the hirsutism, since no 
other gland secretes pregnanetriol. 

Adrenal Neoplasm. While adrenal hyperplasia 
is a frequent cause of hirsutism in the female, 
neoplasia of the adrenal cortex may also occur 
and induce excessive growth of hair (Figure 12). 
It is important to differentiate between the two 
since hyperplasia is best managed by the use of 
corticoids while neoplasia can be treated only by 
the surgical removal of the offending tumor. Neo- 
plasm should be suspected if there is a history of 
rapid onset and progression of the disease. An- 
other cardinal sign would be the onset of oligo- 
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FIGURE 13. S.C., age 36. Polycystic ovaries. Note heavy facial 
hair growth. 


menorrhea or amenorrhea in a patient who had 
menstruated regularly prior to the onset of hair 
growth. The suspicion that neoplasia is the cause 
of the hair growth is strengthened if signs of de- 
feminization (decrease of breast size, increased 
muscle deposition and deepening of the voice) 
are accompanied by clitoral enlargement. The 
biochemical findings usually would show an in- 
crease in 17-ketosteroids, of which the beta 
steroid fraction (dihydroepiandrosterone) is ele- 
vated with no evidence of increase in pregnane- 
triol. 

The above clinical and chemical findings, of 
course, would not differentiate between a neo- 
plasm of either the ovary or adrenal. A failure of 
the elevated 17-ketosteroid to be depressed with 
the doses of corticoids listed below would also 
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FIGURE 14. M. D., age 33. Polycystic ovaries. Note heavy 
facial hair. 


point to the neoplastic nature of the disease. 
While ACTH administration would theoretically 
not be expected to cause any increase in steroid 
output, its administration may be misleading in 
that we have observed increases in 17-hydroxy- 
steroid (but not 17-ketosteroid) in a patient with 
an adrenal adenoma after administration of 
ACTH. Thus a failure of response to ACTH 
would be indicative of neoplasia, while an in- 
crease in 17-ketosteroids and/or 17-hydroxy- 
steroids may or may not be pathognomonic of 
adrenal neoplasia. 

A single 17-ketosteroid determination may not 
be sufficient to rule out the presence or absence 
of an androgenic secreting neoplasm. Such neo- 
plasm may secrete intermittently, and conse- 
quently a normal level of steroid excretion may 
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FIGURE 15. P. W., age 15. Hirsutism associated with poly- 
cystic changes in ovaries. 


be noted in the urine during a quiescent phase of 
secretory tumor activity. Consequently it is ad- 
visable to have two to three consecutive 24-hour 
urines done at intervals of two to three days. Oc- 
casionally the tumor may be so large that hemor- 
rhagic necrosis may occur followed by temporary 
cessation of steriod secretion. In such cases the 
anticipated increased excretion of steroids may be 
held in abeyance until active neoplastic tissue once 
more replaces that destroyed by the hemorrhage. 


OVARIAN FACTORS 


Nonneoplastic Changes. One cannot complete 
a discussion of hirsutism in the female without 
mentioning the ovary. The ovary may play an 
important role in the elaboration of steroids, 
which because of their androgenic potential, in- 
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FIGURE 16. N. S., female, age 29. Tunica fibrosa with cystic 
changes in the ovaries. Note marked increase of hair on 
lateral aspects of face. 


duce hirsutism. The portions of the ovary that 
may be involved are the theca interna or externa, 
as well as the medullary portion of the ovary 
where the so-called pleomorphic cells are lodged. 
It is believed that the hirsutism, which is seen 
more frequently than not with the Stein-Leven- 
thal syndrome, or tunica fibrosis with cystic 
changes in the ovaries, is due to nonneoplastic 
changes in the ovary associated with hyperthe- 
cosis or pleomorphic cell hyperplasia of the hilar 
portion of the ovary. Hirsutism in such cases is 
difficult to explain. It has been presumed to be 
due in part to an increased activity of the pleo- 
morphic cells present in the hilar portion of the 
ovary. The hilar or medullary portion of the 
ovary is similar in origin to that of the testes, and 
these pleomorphic cells may be comparable to 
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Leydig cells. Since increased activity of the Ley- 
dig cells induces hirsutism, it might be inferred 
that overactivity of the pleomorphic cells is re- 
sponsible for the hirsutism of the Stein-Leventhal 
patient. However, despite the increase in hirsut- 
ism noted, it is rarely, if ever, accompanied by 
elevation in ketosteroid. 

The degree of hirsutism in patients with the 
Stein-Leventhal syndrome may be minimal or 
excessive. In females with excessive hair growth, 
the likelihood of ovarian resection significantly 
reducing the abnormal growth of hair is not so 
good as that noted with corticoid therapy in pa- 
tients who have adrenal hirsutism, despite the 
fact that prompt correction of the ovulatory de- 
fects may follow such surgical procedures. In- 
terestingly enough, the hair distribution which 
one notes in ovarian hirsutism is usually charac- 
teristically concentrated in the area of the face 
rather than all over the body (Figures 13, 14 and 
15). However, many females with hirsutism of 
ovarian origin may also show a male escutcheon 
accompanied by heavy perineal hair growth, 
which can be so extensive as to cause consider- 
able embarrassment to the patient. Early mani- 
festation of hirsutism of ovarian enlargement 
may be noted by an initial increase in hair on the 
lateral aspects of the face (Figures 15 and 16). 

, Ovarian Neoplasms. Neoplasm of the ovary 
may also produce an increased degree of hirsu- 
tism. The neoplasm which is thought of most 
frequently yet is comparatively rare is the ar- 
rhenoblastoma. Arrhenoblastomas cause exten- 
sive hirsutism; yet, interestingly enough, it is 
only rarely that they are accompanied by an 
elevation of 17-ketosteroid excretion in the urine. 

It is difficult to say why the androgenic-pro- 
ducing substances in the ovary are not excreted 
as ketosteroids. Ovarian androgens appear to be 
similar to methyl testosterone in this respect. 
This synthetic androgen—despite its marked an- 
drogenic effect—is not excreted as a 17-ketoster- 
oid. As a matter of fact, administration of methyl 
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testosterone to the normal male may be asso- 
ciated with decreased 17-ketosteroid output since 
it lowers endogenous androgenic production by 
the testes through inhibition of pituitary ICSH 
(interstitial cell-stimulating hormone). Biologic 
assay of the urine for androgenic activity in many 
patients with hirsutism of ovarian origin, how- 
ever, may show evidence of increased androgenic 
activity. However, the laborious technique neces- 
sary to demonstrate biologically active androgens 
in the urine makes this procedure prohibitive. 
Despite the generalization that as a rule arrheno- 
mimetic phenomena of ovarian origin are not as- 
sociated with elevated 17-ketosteroid excretion, 
there are certain androgenic-producing tumors or 
neoplasms of the ovaries which may be associated 
with marked elevation of 17-ketosteroids. Adrenal 
rest tumors and Leydig-cell tumors of the ovaries 
invariably induce increased 17-ketosteroid excre- 
tion and may be differentiated from primary 
adrenal hyperplasia by the presence of elevated 
pregnanetriol secretion in the latter and normal 
excretion in the former. Ovarian neoplasms se- 
creting elevated 17-ketosteroid precursors cannot 
be differentiated from adrenal neoplasia showing 
a similar pattern of steroid excretion. 

Brenner tumors of the ovary, as well as dys- 
germinomas, may also be accompanied by an 
increased degree of hirsutism. These tumors, 
which are more prone to involve the right ovary 
than the left, although they also may be bilateral, 
are usually associated with an increased degree of 
hirsutism which generally subsides when the 
tumor is removed but may recur when metastases 
take place. Paradoxically, granulosa cell tumors 
at times may also be associated with an increase in 
17-ketosteroid output and, when present, will 
usually be associated with an increased degree of 
hirsutism. Luteomas of the ovary may also induce 
hirsutism. One must consider the possibility that 
in these cases progesterone or a related substance 
may be responsible. Progesterone has been shown 
to have some androgenic potential in animals 
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based on its ability to induce enlargement of the 
ventral prostate in rats. On the other hand, very 
high doses of exogenous progesterone have never 
been shown to cause increased hirsutism in the 
human. 

In addition to the neoplasms discussed above, 
there are other ovarian tumors which unexpect- 
edly may be associated with hirsutism, such as a 
Krukenberg tumor of the ovary. One patient 
with evidence of hirsutism and defeminization 
did have ovarian enlargement with the classical 
histologic findings of a Krukenberg tumor. 


IATROGENIC FACTORS 


Androgens. While one’s diagnostic and clinical 
acumen is sharpened and the satisfaction achieved 
is enormous when one uncovers a neoplastic or 
hyperplastic process as the major endogenous 
cause of hirsutism in the female, one must not 
overlook the important but less dramatic role of 
iatrogenic factors in the hirsute female. The ad- 
ministration of androgens to female patients al- 
ways contains the inherent risk of producing an 
increased degree of hair deposition. The sensi- 
tivity of the female to the hirsutism-inducing 
effects of androgens is a variable one. 

No generalization may be made about safe 
doses of potential androgenic agents without the 
qualification that an individual sensitivity to the 
hair-inducing or growth effects of the androgen 
exists and may vary considerably from patient to 
patient. It was believed several decades ago that 
if one would stay below 250 or 300 mg. of tes- 
tosterone propionate per month, the likelihood 
of inducing any hirsutism would be minimal. If 
one were to translate this dose in terms of oral 
androgens such as methyl testosterone, theoreti- 
cally one could safely administer 750 mg. of 
methyl testosterone per month. However, this is 
not uniformly true inasmuch as some individuals 
may show an increased degree of hirsutism with 
as little as 150 mg. of testosterone propionate per 
month or as small a dose as 250 or 300 mg. of 
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methyl! testosterone per month. Hence, an un- 
usual sensitivity of some females to the hair- 
inducing effects of androgens may preclude the 
use of these steroids in the susceptible patient. 

Anabolic, Nonandrogenic Steroids. Administra- 
tion of the so-called anabolic, nonandrogenic 
steroids should also be considered here. Methy]l- 
androstenediol and norethandrolone are two 
anabolic steroids which have been recommended 
as less likely to induce hirsutism than the usual 
testosterone preparation. Animal experiments 
have demonstrated a dichotomy between the 
androgenicity and the anabolic activity of these 
two steroids. Some investigators deny that this 
dichotomy exists in clinical practice; they believe 
that the dosage of methylandrostenediol or 
norethandrolone required for an adequate ana- 
bolic effect is as likely to be androgenic as the 
anabolic dosage of methyltestosterone or testos- 
terone propionate. In general, dosages of nore- 
thandrolone below 0.5 mg. per kilogram in the 
young or preadolescent patient and below 0.75- 
1.0 mg. per kilogram in the adult will not induce 
hirsutism. The equivalent dosage of methylan- 
drostenediol is 1 mg. per kilogram per day. 

Corticoids and ACTH. Corticoids and ACTH 
have also been indicted as important agents in 
estrogenic hirsutism. We believe that the role of 
cortisone in inducing hirsutism even in large doses 
is grossly exaggerated unless the patient has re- 
ceived concomitant doses of ACTH. ACTH, 
because of its potential stimulatory effect upon 
the zona reticularis to secrete androgenic ster- 
oids, may be more prone to induce hirsutism than 
any of the corticoids themselves. The andro- 
genic-induced hirsutism, of course, is treated by 
discontinuing administration of the inciting 
steroid. 

Many times, however, the loss of excess hair 
may take place so slowly that the patients, be- 
cause of their anxiety and impatience, may 
resort to epilation by razor or chemicals. This 
type of epilation of the hair on the face will usu- 
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ally maintain an increased degree of hirsutism 
in the patient despite the fact that further andro- 
gen therapy has been discontinued. The stimula- 
tory effects of mechanical or chemical epilation 
upon hair growth may persist and thereby con- 
demn the patient to a life of continuous epila- 
tion by whatever procedure she may employ. 
Patients must be reassured that hair loss will 
occur and encouraged not to use any type of 
epilation except electrolysis. 


Therapy 


The simplest therapeutic approach to treat- 
ment of hirsutism in the female is to remove the 
factor causing it. The hirsutism noted in acro- 
megalics would be managed by treatment direct- 
ed toward the pituitary gland. The therapy for 
treatment of hirsutism of adrenal neoplasia is 
surgery; for adrenal hyperplasia, it is the use of 
corticoids. The rationale for the corticoid treat- 
ment of hirsutism due to adrenal hyperplasia is 
dependent upon the fact that patients with this 
condition tend to have increased ACTH elabora- 
tion. This may be of sufficient degree to stimulate 
excessively the zona reticularis, resulting in in- 
creased elaboration of the androgenic 17-keto- 
steroid precursors. The increased ACTH secre- 
tion presumably follows inability of the adrenal 
cortex (zona fasciculata) to produce adequate 
amounts of hydrocortisone from the cholesterol 
precursor, due to a specific defect in hydroxyla- 
tion necessary for the sequential transformation 
of cholesterol into hydrocortisone. 

The process of hydroxylation occurs at carbon 
11 and 21 under the influence of ACTH and is 
necessary to convert 17-hydroxy progesterone in- 
to compound S and eventually hydrocortisone. 
Depending upon the completeness of the block, 
one will note normal to markedly increased preg- 
nanetriol and elevated 17-ketosteroid levels in 
the urine. The average daily doses of corticoids 
necessary for therapy are as follows: 
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Hydrocortisone........... 10 mg. t.i.d. 
Prednisone 

6-methy] prednisolone 
... 2 mg. t.i.d. 
Dexamethasone.......... 0.375 mg. t.i.d. 


If there is no decrease in 17-ketosteroids or 
pregnanetriol level with the above dose of corti- 
coids, or if the 17-ketosteroids are markedly ele- 
vated initially without an increase in pregnane- 
triol, a neoplastic process of either the adrenal or 
ovary should be considered. The precise dose of 
corticoid necessary may be more or less the aver- 
age doses listed above. The dose of corticoid, how- 
ever, is established by obtaining repeated 17- 
ketosteroid determinations at four-week inter- 
vals. The excretion level of these steroids should 
be maintained between 6 to 10 mg./24 hours. It 
would be unwise, however, to promise the patient 
with an initial high 17-ketosteriod responding to 
corticoids that significant hair loss is imminent. 
The patient should be told it may take as long as 
six to nine months of continuous treatment with 
corticoids before noticeable hair loss takes place, 
if it occurs at all. 

At times the only manifestation of diminished 
hair growth might be seen after electrical epila- 
tion is done simultaneously with corticoid ther- 
apy. Decrease in the degree of hirsutism would 
be manifested in these cases by a failure of re- 
growth to occur after electrolysis. 


HYPOTHYROID CHILDREN 


The therapy for hirsutism seen in hypothyroid- 
ism in children is managed by administration of 
thyroid medication to induce an euthyroid status. 
There are four types of thyroid preparation that 
may be used. These are listed above, right with 
their equivalent dosage and duration of action. 

The dose of thyroid should be pushed to toler- 
ance in these children, using the sleeping pulse 
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Latent response 

or duration of action 

100 mg. per day 2-3 weeks 

Thyroglobulin 100 mg. perday 2-3 weeks 

Na-1-thyroxin 0.300 mg. per day 2-3 weeks 
Tri-iodothyronine 0.100 mg. per day 2-3 days 


Thyroid U.S.P. 


rate as a guide to therapy. In children below the 
age of 1, the sleeping pulse may range between 
90-100/minute. Children more than 1 year old 
should have a sleeping pulse rate usually below 
90. We prefer tri-iodothyronine to the other prep- 
arations because of its rapidity of action and 
equally rapid dissipation of effect. In addition, its 
selective and superior benefit in patients with the 
hypometabolic syndrome make it the drug of 
choice in these patients. 


OVARIAN HIRSUTISM 


Therapy of hirsutism of ovarian origin is more 
obscure and less precise. Many times, by the 
process of elimination, the ovary may be indicted 
as the only cause of hirsutism. That is, when one 
rules out the racial antecedents of the patient and 
the possible role of genetics, thyroid, pituitary 
and adrenocortical factors, then the ovary is 
probably the most likely cause of the hirsutism. 
Once the ovary has been established as the cause, 
the therapeutic management of the patient may 
still be difficult. The question will arise as to the 
possibility of tunica fibrosis with cystic changes 
in the ovary as a major factor, or the possibility 
that the hirsutism may be due to hyperthecosis or 
a luteoma. Wedge resection of the ovary must be 
a process reserved for females desirous of fertility. 
Obviously such treatment Tay also be effective in 
controlling the excessive hair growth. Nonethe- 
less, the process originally responsible for causing 
the hirsutism may be initiated again after the 
wedge resection. The patient subsequently may 
require another wedge resection for treatment of 
eventual infertility. Hence, in order to reduce the 
need for repeated wedge resections, we believe 
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this type of surgery should be performed only 
where the need of fertility is the prime deciding 
factor and where pending ovarian failure appears 
probable. 


USE OF ESTROGENS 


Use of estrogens in management of hirsutism 
may offer the clinician a useful adjunct in treat- 
ment of a serious and difficult problem. Estrogens 
tend to increase the growth of cephalic hair and 
diminish the rate of growth of bodily and facial 
hair. Androgens tend to increase the growth of 
the beard and body hair but diminish the rate of 
growth of cephalic hair (Figure 17). Hamilton, in 
his very exhaustive and analytic studies, showed 
the role of androgens in inducing alopecia in the 
adult male. He demonstrated regrowth of cephalic 
hair when the testes, the principal source of andro- 
gens in the male, had been removed. 

Further support of the premises schematically 
shown in Figure 17 is seen in the transvestite, who 
will show a significant diminution of the areas of 
alopecia, when physiologically normal males take 
large doses of stilbestrol to induce feminization. 
Estrogens may theoretically be used either orally 
or topically to diminish facial hair. They may be 
used topically concomitant with the systemic 
administration of corticoids. The systemic (oral) 
application of estrogen therapy may also be 
utilized, except that this type of therapy may 
have an adverse effect upon the regularity of the 
menstrual cycle. In such cases, however, regu- 
larity of menstrual periods is readily accom- 
plished by the cyclic use of progesterone in ade- 
quate doses so that complete desquamation of the 
endometrium may be accomplished, particularly 
in patients where the estrogen therapy may have 
interfered with ovulation and regularity of the 
menstrual cycle. The oral doses of estrogens that 
may be employed are as follows: 

1. Ethiny] estradiol—0.05 mg. /day for 14 days, 
followed by 0.05 mg. b.i.d. for ten days, and re- 
peat with onset of next menstrual period. 
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FIGURE 17. 


2. Conjugated estrogens—equine 1.25 mg.; 
chlorotrianisene, 12 mg. or stilbestrol 0.2 mg.— 
may be substituted in a similar schedule for the 
ethinyl estradiol. 


TOPICAL USE OF ESTROGENS 


The topical use of estrogens may also be em- 
ployed with the potential advantage that thera- 
peutically active effective doses may be em- 
ployed locally without significant or undesirable 
systemic activity. 

An effective preparation would be one con- 
taining ethinyl estradiol, 0.05 mg., or 1.25 mg. 
of conjugated estrogens per gram of vanishing 
cream ointment. We have also employed an 
alcohol-water solution of estrogen such as ethinyl 
estradiol 0.02 mg. per cc. in a 50 per cent alcohol- 
aqueous menstruum. The patients are instructed 
to apply the material to their face in a thin 
layer when the cream is used, or by alcohol 
sponge in the case of the solution. 

The patients are encouraged to use this treat- 
ment for an extended period of time, since the 
possibility of hair loss by this type of treatment, 
while theoretically conceivable, may take a con- 
siderable period of time. Occasionally there may 
be sufficient absorption of the topically applied 
material to have a systemic effect resulting in 
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menstrual irregularities. If such is the case, then 
the menses can be regulated very well by the 
cyclic administration of intramuscular pro- 
gesterone in doses of 100 mg. in oil (2 cc.) or 
orally in the form of norethynodrel (Enovid), or 
norethindrone (Norlutin), using either one in 
doses 10 mg. twice daily for seven days, or 6 
methyl acetoxy progesterone (Provera), 5 mg. 
twice a day for seven days. Any of the prepa- 
rations used are to be administered at four-to 
five-week intervals. Topically applied or sys- 
temically administered estrogens, plus electroly- 
sis, may be very helpful in diminishing the 
amount of hair as well as decreasing its rate 
of appearance, thereby bringing about a more 
desirable cosmetic effect. When electrolysis is 
done, it should be done by a competent techni- 
cian or dermatologist, and the single needle in- 
stead of the multiple-needle technique would be 
the procedure of choice. 

The use of estrogens topically may be supple- 
mented by the use of systemic corticoids, which 
would tend to diminish to a certain extent any 
abnormal adrenocortical activity. However, it 
should be emphasized that the combined type of 
therapy should be employed only for females who 
show the laboratory stigmata of the adrenogeni- 
tal syndrome where response to corticoids alone 
is slow or almost imperceptible. Estrogens may 
be used alone where there is no laboratory evi- 
dence of the adrenal genital syndrome. The 
topical use of estrogen is tedious and time con- 
suming; therefore, such therapy should be re- 
served for females who are extremely despondent 
about the increased facial hair growth and desire 
a positive approach with some assurance of suc- 
cess if therapy is effective. One cannot emphasize 
sufficiently the fact that whatever mode of thera- 
py is used, patients should discontinue any type 
of epilation which uses chemicals, wax or the 
razor blade. Such methods of epilation invariably 
require the patient to maintain their continued 
usage as time goes on. 
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Hirsutism in the Climacteric 


Hirsutism is frequently noted in the climac- 
teric or postmenopausal patient. The increased 
hair growth has been said to be due in part to the 
lack of ovarian activity, possibly accompanied by 
an increase in adrenocortical activity. Adreno- 
cortical hyperplasia has been reported in animals 
following ovarian atrophy or castration. Whether 
the cessation of ovarian activity of women in the 
climacteric is associated with adrenocortical 
hyperplasia is problematic. There has at times 
been some evidence to show slight increase in 
adrenocortical activity, both in the spontaneous 
and induced climacteric. How much part this 
may play in the etiology of postmenopausal 
hirsutism is debatable. Another plausible ex- 
planation is that the effect or production of 
inherent endogenous androgens in the female 
may be held in abeyance or nullified to a certain 
extent by estrogens produced by the ovary. They 
then become more expressive in inducing hair 
growth with the cessation of ovarian activity. 
The hirsutism seen in the patients in the climac- 
teric portion of life is usually around the perioral 
region so that excessive hair growth is noted 
particularly on the upper lip as well as around the 
chin (Figure 18). 

Perhaps the most propitious form of therapy 
in such cases would be that of electrical epilation 
with or without the supplementary topical use 
of estrogens. 


Hirsutism as Part of Stress Syndrome 


An increased degree of hirsutism may also be 
noted after a stress syndrome, particularly that 
after extensive body burns. We have noted this 
in several patients in whom there has been 
marked trauma as a result of second- and third- 
degree burns. 

The hirsutism in these individuals may be due 
to adrenal hyperfunction or it may be due to 
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excessive release of ACTH. There is some doubt 
as to the latter explanation since subsequent 
corticoid therapy appears to be of little benefit in 
controlling the hirsutism in these patients. Here 
too, topical or oral application of estrogens may 
be helpful in correcting the hirsutism in these 
individuals. 

Morgagni syndrome is characterized by obesity 
in a climacteric patient with a Cushinglike 
habitus who has in addition hyperostosis frontalis 
interna plus an extensive degree of hirsutism. 
Therapy of these individuals would be precisely 
the same as that of others where no etiologic 
factor can be demonstrated. Hirsutism in patients 
with hyperostosis frontalis interna does not indi- 
cate that these bony changes play a significant 
role in increasing hair growth. 


re 


FIGURE 18. A. S., age 57. Climacteric. Hair present primarily 
on chin and submental region. 
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Partial Alopecia and Alopecia Totalis 


Since endocrinology is the science or the study 
of the too much or the too little, the short or the 
tall, the large-breasted and the small-breasted 
woman, in a discussion of hirsutism one must also 
include some comment on partial alopecia and 
alopecia totalis. While hirsutism is a major 
cosmetic problem, diminished or decreased hair 
growth or alopecia may be a more desperate one 
to the female so affected. This is noticeable at cer- 
tain stages of the reproductive cycle of women— 
particularly during the postpartum phase. 


TREATMENT OF HAIR LOSS 


Topical Applications. Treatment of the hair 
loss seen in the post-partum period may be 
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FIGURE 19. M. M., age 19. Alopecia totalis with normal 
menses. 
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necessary because the marked thinning of cephal- 
ic hair is sufficient to cause great concern and 
apprehension, inasmuch as the patients fear the 
eventual development of alopecia areata or 
totalis. In an attempt to allay the patient’s fear 
and to reassure her that something is being done, 
we have used a combination of estrogen and 
progesterone in either a liquid form, lotion or 
vanishing cream base to be applied to the scalp. 
Estrogen in the same concentration as discussed 
for application to the face may be employed, 
using 0.05 mg. of ethinyl estradiol or 1.25 mg. of 
conjugated estrogens per gram of material. If 
applied as a liquid, then we would use the 0.02 
mg. of ethinyl estradiol in 50 per cent alcohol 
solution. When progesterone is also used, 5 to 10 
mg. of progesterone per gram of ointment or 
lotion of 50 per cent alcohol solution are added 
to the estrogen preparation. The patients are in- 
structed to apply this material to their scalp day 
and night. This mode of therapy has been ef- 
fective in retarding further hair loss, improving 
the appearance of the hair, and actually bringing 
about an increased degree of hair growth in some 
of the patients. Obviously, succeeding pregnan- 
cies also have their therapeutic value which is 
quickly lost when the post-partum period is 
reached. 

Use of Corticoids. A number of years ago Dilla- 
ha and Rothman showed that in alopecia totalis, 
the use of corticoids may be effective in bringing 
some restoration of hair growth on the head. 
Alopecia totalis in the female is a serious problem 
and obviously is a cause of marked anxiety and 
concern (Figure 19). The loss of hair does not 
appear to be associated with any etiologic factor. 
Whether the loss of hair occurs prepubertal or 
postpubertal is immaterial as far as the prognosis 
is concerned. In the endocrine evaluation of such 
cases, usually there is no evidence of a specific 
endocrinopathy. A complete evaluation of adre- 
nocortical activity, as well as of thyroid function, 
has never revealed any specific or marked devia- 
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tion from normality. Patients with this condition 
have never exhibited concrete evidence of 
hypopituitarism. 

Interestingly enough, the female patient with 
alopecia totalis, when placed on high doses of 
testosterone sufficient to bring about a marked 
degree of hirsutism and arrhenomimetic effect 
in the normal female, does not exhibit any re- 
sponse to such doses of androgen. Failure of body 
hair to be stimulated was noted in such patients 
despite the fact that doses of androgen were more 
than sufficient to markedly enhance libido and 
clitoral size. This rather interesting phenomenon 
is difficult to explain. Treatment of these patients 
with high doses of corticoids has been associated 
with restoration of hair growth in various por- 
tions of the body (Figures 20A and B). There 
are, however, several problems that must be 
faced with such therapy. Many times the hair 
that will appear will be somewhat depigmented 
and will not show the same color as formerly. 
Secondly, the hair growth on the scalp may not 
be particularly heavy, and usually when the 
corticoid therapy is discontinued, cephalic hair 
growth may disappear. Interestingly, the in- 
crease of hair in the pubic and axillary areas may 
occur as rapidly as that of the cephalic hair, but 
the hair in this region may not be lost after the 
patient is taken off corticoid therapy. The doses 
of corticoids which are used are high and are 
comparable to 150 to 200 mg. of hydrocortisone 
per day. This would of course be equal to 25 to 40 
mg. of prednisone per day, or comparable doses 
of dexamethasone, triamcinolone or 6-methyl 
prednisolone, the comparable doses being judged 
on the basis of the dose relation noted with corti- 
coid therapy in the adrenogenital syndrome. 

Ancillary Therapeutic Procedures. When these 
high doses in the pharmacologic range are used, 
there are several ancillary therapeutic procedures 
that must be followed, not only to enhance the 
effects of the corticoids but to diminish their un- 
desirable side effects. First of all, patients so 
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FIGURE 20. a. (above) J. P., age 42. Alopecia totalis before 
corticoid therapy. b. (below) J. P., age 43. Alopecia totalis, 
after corticoid therapy. 
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treated should be placed upon a high-protein dict 
almost to the exclusion of carbohydrates. Sec- 
ondly, increased potassium supplementation is 
necessary and is readily achieved by use of a 
liquid preparation, Kaon. This offers the patient 
a convenient and palatable form of potassium in 
doses of 1 to 2 tbsp. three to four times a day. 
Thirdly, at weekly intervals the patient is usually 
given an injection of adrenocorticotropic hormone 
in the form of 100 units of the gel or zine prepara- 
tion. The ACTH prevents the adrenal gland from 
undergoing complete atrophy. This mode of 
therapy should result in an increased responsive- 
ness of the adrenal gland to endogenous pituitary 
activity when released after discontinuing the 
high ACTH-suppressive doses of exogenous cor- 
ticoids. Theoretically this should enhance the 
rapidity with which normal endogenous adrenal 
corticoid function can return. 
Precautions. Obviously, when patients have 
received the high doses of corticoids and therapy 
is suddenly discontinued, the usual precautions 
necessary for management of any patient with 
hypoadrenal corticoidism are employed. The 
patients are instructed to bring any evidence of 
infection immediately to the attention of the 
physician. If infection is present, the corticoids 
may be continued or discontinued, but the pa- 
tient must be placed on high doses of antibiotics 
to prevent dissemination of infection. The 
method of action of the high doses of corticoids 
in inducing hair growth in patients with alopecia 
totalis is not known. More recently, dermatolo- 
gists in this institution have accomplished some 
restoration of hair growth by the intradermal or 
local instillation of corticoids. Obviously, mul- 
tiple injections must be made to restore hair 
growth over the entire head. In addition, the 
injection must be repeatedly reapplied to main- 
tain the hair growth and prevent further loss. 
However, the advantage of the topical corticoid 
therapy is that there is no demonstrable systemic 
corticoid effect. Hence, there is no reed to take 


Volume XXI, Number 2 GP 


MODEL 


a 
1c 
d 
G 


the usual precautions when corticoids are ad- 
ministered systemically. In addition, there is 
obviously no need for weekly injections of ACTH 
gel. 

Problems of hair growth and loss have been 
considered. While therapeutic nihilism is not our 
philosophy, it is important to emphasize that 
many of the therapeutic proceduresrecommended 
can only be used after appropriate diagnostic 
routines have been employed. In addition, the 


therapeutic recommendation may require care 
and experience to assure the patient of appropri- 
ate response and no adverse effects due to the 
administered drugs or steroids. 


Reprints of this paper will not be available since articles in 
this series will be included in a text on endocrinology appear- 
ing after all of the articles have been published. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 


Trichinosis in the United States 


KAGAN NOTES that Trichinella spiralis has made 
an admirable adjustment for a parasitic existence. 
The sexually mature worms reside in the small 
intestine of carnivorous mammals, and produce 
larvae that invade the musculature and internal 
organs of the host. Thus, all stages of the life 
cycle are parasitic. 

In the United States, trichinosis is a disease of 
man and his domesticated pig, although many 
other flesheaters are infected. The majority of 
human infections are symptomless and subclin- 
ical. The diagram at the right gives an estimate of 
the extent of human infection in the American 
population. 

Complete eradication of trichinosis would be 
almost impossible because of the prevalence of 
infection in nondomesticated animals that swine 
occasionally have an opportunity to devour. 
However, the disease can be largely prevented in 
humans by the use of one or more of the following 
measures: 

1. Prohibition of the feeding of raw garbage to 
domesticated pigs. 

2. Sterilization of garbage by cooking (100° C. 
for 30 minutes). 
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American 


Population 


3. Federal inspection of garbage-fed hogs. 

4. Quick freezing of hog carcasses or storage of 
carcasses at —15° C. for 20 days. 

5. Sterilization of hog carcasses by irradiation. 

6. Thorough cooking of pork by the consumer. 
(Pub. Health Reports, 74:159, 1959.) 
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Computer Watch 

and Clock Method for 
Taking Pulse 

and Respiration Rates 


D. W. BOVET, M.D. 


Marion, New York 


The author has devised a simple 

computer clock which will automatically 

give the pulse or respiration rate per minute 
on ten intervals of count. 

Using the computer clock for ten beat intervals, 
the author indicates, is equal in accuracy 

to a full-minute count 

using the conventional watch. 


THE COMPUTER watch and clock method of taking 
pulse and respiration rates was found to have 
certain advantages of accuracy, speed and con- 
venience of operation over the conventional 
method of taking pulse and respiration rates by 
counting the number of beats per minute of time, 
or fraction thereof, with the second hand of a 
conventional watch. 

An idea was conceived to construct a comput- 
ing dial to compute such rates with a watch or 
clock mechanism by counting the pulse or respi- 
ration beats for some convenient interval of beat, 
as ten intervals of beat. The pulse or respiration 
estimation of the rate-per-minute is made by 
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20 COMPUTER 
DIAL FACE 


reading directly the position of the sweep second 
hand on the computer dial after such interval has 
elapsed. 


Method 


A computing dial was constructed to the fol- 
lowing specifications: 


1. Formula: 
, Taken interval of beat x 60 
Seconds elapsed 
2. Dial constructed for ten intervals of beat. 
3. A model was constructed with the above 
dial superimposed on an electric clock mechanism 
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altered by inserting an accelerating gear so that 
the sweep second hand revolves three cycles per 
minute. The purpose of the acceleration is to ob- 
tain a more accurate and easily read dial facing. 
4. Electric switches were installed in the elec- 
tric circuit to obtain a stopping device for the 
clock as follows: 
a. A microswitch that stops the second hand 
at zero during each sweep. 
b. A relay switch that alternately starts and 
stops the clock mechanism. 
c. A magnetic braking device that prevents 
gliding. 
5. The above principles of the computer dial, 
with or without the second hand speed-up, are 
applicable to watch mechanisms. 


Testing 

The model of the computer watch and clock 
method with the above specifications was tested 
for accuracy, speed and convenience against the 
conventional method of taking pulse and respira- 
tion rates, namely by counting the number of 
beats for a minute of time, or fraction thereof. 


Materials 


For this series the audible beat to be tested was 
produced by a General Electric interval timer 
since it is constant in rate, and being 120 beats 
per minute the determinations would be more 
critical than the more common pulse rates of 
about half this rate. The model was used with the 
ten-interval computer dial and a three-cycle-per- 
minute sweep second hand. For the conventional 
method a conventional watch of high quality and 
a sweep second hand was used. 


Analysis 
The accuracy of the computer clock method 


is almost identical with the accuracy of the full- 
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minute count by the conventional watch method, 
yet it takes only about five seconds. In other 
words, it performs with the same accuracy in one- 
twelfth the time. The third and fourth columns (see 
table below) show the comparison of the results 
when five and ten seconds of time lengths are used 
by the conventional method, as is the more com- 
mon practice when taking pulse and respiration 
rates by this method. The error becomes 12 and 
six beats per minute respectively for every beat 
error in the original count. Such error must cer- 
tainly occur very frequently by the conventional 
method, since the sweep second hand is rarely 
synchronous with the beginning of the count. 
Any error of calculation in the original count is 
multiplied by 12 or six, as the case may be. 


Conclusions 


Repeated testing as illustrated below, and 
against an electric metronome with variable 
rates, indicates that the computer method is 
superior to the conventional method where speed 
and accuracy are concerned. In the office and 
operating rooms, the convenience of the method 
is something that has to be experienced, but it is 
the best feature of all. Development of office and 
anesthesia clocks using the above principles is 
suggested. The model is available for testing. 


Results 
CONVEN- COMPUT- CONVEN- CONVEN- 
TIONAL ER TIONAL TIONAL 
WATCH CLOCK WATCH WATCH 
Full- Ten- Five- Ten- 
minute interval seconds seconds 
count count count count 
121 120 132 120 
121 118 120 126 
ye 121 117 132 120 
™ | 119 120 120 126 
120 120 182 126 
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ROBERT A. MAJOR, M.D. 
San Francisco, California 


If alcoholism is treated as a disease 

as all those concerned with the rehabilitation 
of the alcoholic think that it is, 

then the general practitioner should be 

fully acquainted with the techniques to be used 
in restoring the victim of alcoholism 

to his proper place in society. The author 
describes how this can be done 

by the patient’s own family doctor. 


IN A LETTER to the editor of California GP, Dr. 
John R. Philp, chief of the Division of Alcoholic 
Rehabilitation in California, stated, ‘One major 
need, apparent to us, is to make treatment of the 
alcoholic a part of the professional skills of every 
physician. This will mean particularly that the 
general practitioner will have a prime responsi- 
bility in the treatment of alcoholism. One thing 
we hope to accomplish in California within the 
next few years is the development of alcoholism 
teaching and training services in all of the state’s 
medica! schools, so that the medical student be- 
comes as proficient in handling this illness as he 
does others. We would also like to see an increas- 
ing emphasis on the postgraduate activities. of 
professional organizations on the specific problem 
of alcoholism, particularly its treatment and 
management.” 

This enlightened attitude is a far cry from the 
pitifully short lecture on alcoholism most of us 
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The General Practitioner’s Role in Treating Alcoholism 


received in medical school. All too frequently, 
this lecture consisted of admonitions to keep the 
“drunks” out of our office and out of our practice. 
We were told that the alcoholic was “‘no good” 
socially or economically and that the presence of 
alcoholics in our office would reflect disadvan- 
tageously on our entire practice. 


Fourth Greatest Health Problem 


In spite of the fact that alcoholism is con- 
sidered by many responsible agencies to be the 
fourth most important public health problem, 
numerous surveys indicate that a surprisingly 
large number of physicians either refuse to treat, 
or prefer not to treat, the alcoholic. The social, 
economic and physical distress occasioned by al- 
coholism is exceeded only by heart disease, cancer 
and mental health problems. The physician who 
refused to accept the responsibility for supervis- 
ing patients in these categories would undoubt- 
edly be subject to well-warranted criticism. And 
yet, avoiding the care and supervision of the al- 
coholic patient is the rule rather than the excep- 
tion. 

In addition, stress and emotional upset oc- 
casioned by close contact with the chronic al- 
coholic is often an important etiologic factor in 
physical disease affecting members of the alco- 
holie’s family. 

Therefore, the family physician should accept 
and retain the responsibility for the over-all man- 
agement of the alcoholic patient. The various so- 
cial and civic agencies and the various specialty 
practices can be of invaluable assistance in man- 
aging specific problems. As over-all supervisor of 
the patient, the doctor can select the agencies 
which are best suited to handle the patient’s par- 
ticular problem. 
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Infinite Physical Manifestations 


The general practitioner frequently recognizes 
a problem involving alcoholism of which the pa- 
tient or his family is totally unaware. The physi- 
cal complaints which cause the alcoholic to seek 
medical help are almost infinite in number and 
these manifestations of alcoholism range all the 
way from chronic liver disease, gastric complaints 
and neurologic malfunctions to insomnia and 
abnormal nutritional patterns. In addition, the 
patient may present himself suffering from any 
one of dozens of bizarre, subjective complaints 
which result from the disturbed emotional pat- 
tern common in the alcoholic. 

The general practitioner is frequently called to 
treat the alcoholic during, or immediately follow- 
ing, an acute episode of intoxication. Not only is 
the patient apt to be desperately ill, but the com- 
bative or maniacal phase experienced by some 
alcoholics may, if not vigorously treated, result 
in a custodial problem that prevents initiation of 
lifesaving measures. The patient seen at these 
times has two primary requirements. One is sleep 
and the other is the rapid restoration of a normal 
nutritional pattern. 

The patient also must be afforded general sup- 
portive measures common to any other medical 
emergency involving physical collapse incidental 
to poisoning. The remarkable effectiveness of 
some of the new ataractic agents has brought 
about dramatic changes in treatment of the acute- 
ly intoxicated patient. Chlorpromazine and hy- 
droxyzine used parenterally quiet the unmanage- 
able patient, speed detoxication and make these 
patients as manageable as any others. 

I found in a recent evaluation that hydroxy- 
zine (Vistaril, Pfizer) in a large number of pa- 
tients safely brings the disturbed or combative 
alcoholic patient under control within 20 to 30 
minutes when administered parenterally in 50- to 
100-mg. doses. The effectiveness and safety in- 
herent in hydroxyzine, both orally and parenter- 


GP February 1960 


Often the general practitioner is called upon to treat an al- 
coholic who is desperately ill, belligerent or recovering from an 
acute episode. Some of the new ataractic agents are proving to 
be invaluable in speeding detoxication and making these pa- 
tients manageable. 


ally, suggest that it may be the drug of choice for 
this phase of therapy. 


Intensive Medical Measures 


Once the patient is sleeping or has achieved the 
ability to cooperate, intensive medical measures 
may be initiated as indicated. These measures 
may include fluid replacement, nutritional sup- 
plementation and such symptomatic treatment 
of the postalcoholic syndrome as may be indi- 
cated. 

Whether or not the patient is treated at home 
or in the hospital is for the physician to decide. 
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The General 
Practitioner’s Role 
in Treating 
Alcoholism 


Such factors as the seriousness of the patient’s 
general physical condition, economic status and, 
unfortunately, the availability of suitable facili- 
ties, will dictate this decision. 

Due to the custodial problems presented by 
acutely intoxicated alcoholics, many hospitals 
either refuse to admit them or insist upon private 
duty nurses “around-the-clock.”’ Tranquilizers 
may be of some help at this stage. 

Whether a diagnosis of alcoholism is made in- 
cidental to an office visit when the patient pre- 
sents himself with either a general medical prob- 
lem, or the diagnosis is made during an acute 
episode, the family physician must, in good con- 
science, recognize that he possesses at this time 
the most important tool available for the solution 
to the problem of alcoholism. At this point the 
physician enjoys the confidence of the patient 
or the patient’s family, or both. This is frequently 
denied to the specialist in psychiatry and the 
various civic and social workers. 

The mere fact of the physician’s attendance 
upon the patient implies a high degree of reliance 
upon the physician’s skill and judgment and pre- 
supposes that the patient will be inclined to fol- 
low his recommendations. 


Counseling Role Extremely Important 


The medical management of either the acutely 
intoxicated alcoholic, or the management of med- 
ical problems secondary to alcoholism, is only in 
a general way connected with the treatment of 
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the basic disease entity we have come to recog- 
nize as chronic alcoholism. This phase of therapy 
is important only insofar as it preserves the life of 
the patient so that the basic psychopathology or 
social pressure, or a combination of both, can be 
recognized and corrected. 

Treatment of the chronic alcoholic can never 
be standardized. For this reason, the family phy- 
sician must counsel the patient and his family and 
make selective referrals based upon the in- 
dividual needs of the patient. Measures must be 
instituted to correct or treat any physical prob- 
lems that may be present. At the same time, an 
evaluation must be made of the patient’s social 
and physical environment. Much information 
pertinent to this is already available to the family 
physician. This should be made available to the 
psychiatrist or any of the other ancillary agencies 
as needed. Should the family physician lack this 
information, he must avail himself of the agencies 
which provide this material. These agencies may 
be social, civic or religious in nature, or may be a 
combination of all three. 

In every case, it is desirable to have the above- 
mentioned information available prior to making 
a formal referral, because the physician’s choice 
of ancillary agencies will be guided by each pa- 
tient’s individual pattern. 

Changes in programming during the course of 
therapy, regardless of the agency or agencies 
chosen to assist, should be initiated or coordi- 
nated by the family physician. 

Personnel of the ancillary agencies is highly 


ROBERT A. MAJOR, M.D. has been a member of the Academy for 11 years. 
Dr. Major was graduated from the Baylor University College of Medicine in 
1942 and completed his internship at City-County Hospital, Ft. Worth. He 
took postgraduate studies at the University of Michigan Medical School. 
Dr. Major and his brothers, Drs. John W. Major and A. David Major, who 
are also Academy members, established the Major Clinic Hospital in Nacona, 
Tex. He was engaged in the general practice of medicine for ten years in 
Nacona. Dr. Major, currently practicing in San Francisco, has been associate 
editor of the California GP since 1958. 
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specialized and cannot be expected to assume the 
responsibility for the over-all needs of the patient. 
However, every agency within the community 
should be utilized to the utmost of its ability to 
contribute to the patient’s rehabilitation. It be- 
hooves every general practitioner to familiarize 
himself with these agencies. 


Summary 


The physician’s ability to assume responsibil- 
ity for alcoholic patients is predicated on his 
willingness to familiarize himself with the over- 
all and multifaceted problems of alcoholism, and 
then to familiarize himself with all of the various 
therapies, agencies and individuals whose efforts 
might be required for the best possible care of the 
alcoholic patient. 

By use of effective ataractic agents, which are 
both safe and effective, it is feasible to afford 
hospital care to the acutely intoxicated alcoholic 
with no material increase in the hospital’s cus- 
todial function. 

The general practitioner, perhaps more than 
other physicians, understands the importance of 
patient referral and recognizes the contribution 
that ancillary agencies can make toward an op- 
timum standard of medical care. We therefore 
believe that the family doctor can make a sig- 
nificant social and professional contribution by 
preparing himself to care for, and then accepting 
for treatment, patients suffering from alcohol- 
ism. This contribution will materially help per- 
petuate the philosophy and concept of general 
practice. 
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Many doctors still refuse to treat the alcoholic. In fact, most 
doctors practicing today were taught that the alcoholic is a 
liability to their practice and that he should be turned out of 
their offices. 
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j| A Simple Office Test 
for Diagnosis of Throat 
and Lung Cancer | 


J. ERNEST AYRE, 


Medical and Scientific Director 
Cancer Cytology Foundation of America, Inc. 
New York, New York 


The author describes how it is possible, 
in an office procedure, to collect cytodiagnostic 
cell samples in mucus brushed directly 


from the vocal cord area. Following this 

a sputum sample is obtained. This latter sample 
is usually easy to obtain, because irritation 

of the larynx in obtaining the first sample 
usually induces a cough which is followed 

by expectoration. 


IN RECENT YEARS the increasing incidence of cancer 
of the throat and lungs has emphasized the urgent 
need for improved methods of early detection. 
This report describes a simple office procedure 
which the general practitioner, or the specialist, 
can perform quickly and without undue discom- 
fort to the patient. The technique involves the 
collection of two types of cytologic or cell speci- 
mens for microscopic inspection, employing a re- 
cently developed instrument. This procedure re- 
quires no special preparation nor anesthetic and 
may safely be performed by a nurse or technician. 

The recognition of malignant cells as such in 
mucous secretions from throat and lungs is not 
new. In 1860 Beale described cancer cells in spu- 
tum from a case of cancer of the throat and adja- 
cent parts. Still earlier, in 1853, Donaldson wrote 
of “‘The Practical Application of the Microscope 
to the Diagnosis of Cancer,” describing the cells 
seen in “tumor juice.”’ He wrote of “the cancer 
nucleus, the polygonal, or more or less spherical, 
and ovoid cell; the caudated cell; the fusiform cell; 
the concentric cell; the compound or mother cell; 
and of agglomerated nuclei connected by amor- 
phous tissue.” 

More recently, many investigators, including 
L. S. Dudgeon and C. H. Wrigley, J. Bamforth, 
MeDoland and Woolner, George N. Papanicolaou, 
Seymour Farber and many others, have reported 
on diagnosis of bronchogenic carcinoma by exam- 
ination of bronchial secretions or sputum for tell- 
tale malignant cells. The simple procedure herein 
described embodies utilization of one of the older, 
proven techniques combined with a new method 
and instrument for more effective collection of 
cell samples. 


The Staggering Lung Cancer Problem 


The unprecedented rise in lung cancer incidence 
has been so striking that “‘it is almost as though 
the population had been exposed to some new 
hazard,”’ as Dr. Charles S. Cameron has stated 
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for the American Cancer Society. Death statistics 
show a remarkable increase of from 1.1 per cent 
of every 100,000 deaths in 1920 to 8.3 per cent in 
1948; and Dr. Alton Ochsner, whose brilliant and 
courageous publications have drawn the attention 
of the American public to the dangers of excessive 
cigarette smoking, estimates that by 1970 one out 
of every ten to 15 men who die in the United 
States will die from lung cancer. 

Although the medical profession as a whole has 
been slow to accept the statistical reports as proof 
of the relationship between excessive cigarette 
smoking and resultant pulmonary and throat 
cancer ten to 15 years later, there are signs that 
the profession is becoming generally aroused. A 
powerful statistical report prepared by Dr. E. 
Cuyler Hammond and Dr. Daniel Horn was made 
to the American Medical Association to show 
convincingly that cigarette smokers die sooner 
than other men in the 50-to-70-year age bracket 
and that death is mainly from cancer and heart 
disease. 

Among the most convincing statistical re- 
ports on smoking and cancer was the 1950 Wyn- 
der-Graham report involving 684 proven cases in 
both men and women. One of its authors, Evarts 
A. Graham, formerly of Washington University, 
the first surgeon to successfully remove a can- 
cerous lung surgically, was one of the very earliest 
to recognize and point out the dangers of excessive 
smoking in the production of cancer. He has only 
recently died of the same disease several years 
after he discarded the cigarette habit. Even in his 
own case report, he demonstrated one of the 
accepted characteristics of the disease, namely 
the long latent period between precancerous onset 
of the disease and the appearance of the terminal 
and clinical phase. The second author, Dr. E. L. 
Wynder, of Sloan-Kettering Institute and the 
Memorial Hospital in New York, has lectured 
widely on the subject, and with great courage 
and conviction. Wynder and Graham’s early re- 
port showed that 96.5 per cent of 605 male lung 
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FIGURE 1. TEST CASE: Cell brushing from the throat of heavy 
cigarette smoker showing rich concentration of cells with 
enlarged and hyperchromatic nuclei. The cell smear from the 
brushing revealed cells of dyskeratotic or precancer type (low 
power) as well as those of malignant type (high power). 
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A Simple Office Test 
for Diagnosis of Throat 
and Lung Cancer 


FIGURE 2. TEST CASE: Initial biopsy from larynx described by 
pathologists as showing “‘acanthosis with marked cellular 
atypism” and “‘precancerous changes suggesting the possibil- 
ity of malignancy nearby.” 


FIGURE 3. TEST CASE: Histologic section of later biopsy se- 
cured six months after the first (Figure 2, Test Case) and 
diagnosed by the pathologist as ‘‘carcinoma in situ.’ 
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the victims had been nonsmokers. 


Epidemiologic Factors in Cancer of Larynx 


A study of epidemiologic factors involving can- 
cer of the larynx, conducted in several countries, 
demonstrates that the relative risk for laryngeal 
cancer increases in proportion to the amount of 
tobacco smoked. In this respect laryngeal cancer 
parallels pulmonary cancer. Cigar and pipe smok- 
ers run a greater risk of laryngeal cancer than of 
pulmonary cancer. Moderate daily consumption 
of alcohol by smokers increases the risk for cancer 
of the larynx, but not for pulmonary cancer. 
Beer or wine drinkers show no increase in risk for 
either throat or lung cancer. In India cancer of 
the larynx is related to both bidi smoking and 
betel nut chewing. In Sweden cancer of the larynx 
in women appears to be associated with dietary 
deficiencies leading to sideropenic dysphagia 
(Plummer-Vinson syndrome), which predisposes 
to cancer of the larynx. Hoarseness in patients 
with cancer of the larynx, and poor dental hy- 
giene represent other positive variables in laryn- 
geal cancer. 

Epidemiologic data collected under carefully 
controlled conditions by experienced clinicians 
and statisticians may represent the only way 
to establish cause and effect relationships be- 
tween an agent and a human cancer. In view of 
the fact that smoking is the single most important 
extrinsic factor in the development of laryngeal 
cancer, and that in its absence this cancer. but 
rarely occurs, preventive measures must be con- 
centrated in this direction. They include elimina- 
tion of cigarette smoking through educational 
studies directed at teenagers; and efforts to es- 
tablish the possibility of effective neutralization 
of 3,4-benzopyrene in smoke and tars from cigar- 
ette paper and modification of tobacco as advo- 
cated by Rand, leading to possible reduction or 
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removal of carcinogenic components. Though 
epidemiologic research may aid in identifying the 
cause and mechanism of certain cancer types, its 
most immediate goal is to suggest preventive 
measures against these cancers. 


Common Factors in Throat and Lung Cancer 


Although throat and lung cancer vary with 
their anatomic site of origin, necessitating differ- 
ing surgical approaches to therapy, there is much 
in common between bronchogenic carcinoma and 
cancer of the larynx. Both arise from the same 
type of epithelial tissue, and numerous authori- 
ties believe they have a common etiologic rela- 
tionship to excessive cigarette smoking. 

Epidermoid lesions have the property of 
exfoliating tissue cells from neoplastic growth 
processes; and the remarkable potential of this 
cytologic system of diagnosis is dependent upon 
the shedding of myriads of diagnostic malignant 
cells, even when lesions are in an extremely early 
stage of development. The most dramatic exam- 
ple is the uterine cervix, where cervical smears 
and direct cell scrapings enable most effective 
diagnosis five to seven or even ten years before 
the clinical or ulcerating stage and before 
symptomatology. Indeed, a remarkable dis- 
covery has come from combined clinical and 
cytologic studies of the cervix in the revelation 
that to the naked eye the malignant epithelial 
tissue may appear normal with intact surface, 
or in some cases will show a simple red dis- 
coloration, when the lesion has already progressed 
to a stage of early infiltration. This phenomenon 
of benign, innocent appearance of the tissues 
during the early years of development of the 
neoplasm accounts for the widespread concept 
that “early” cancer is seldom visualized and that 
suddenly the physician is confronted with a 
massive ulcerating lesion whose curability is 
extremely doubtful. 

Lesions of the larynx are now being detected 
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FIGURE 4. Throat brush cytology showing typical group of 
benign squamous cells—Class 2. 


FIGURE 5. Throat brush test from pharynx showing group of 
benign squamous cells—Class 1. 
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A Simple Office Test 


for Diagnosis of Throat 
and Lung Cancer 


with a new technique, in a previsual stage similar 
to earlier findings commonly observed in the 
cervix, in which surgical biopsy confirms the 
lesions as carcinoma in situ. Chronically in- 
flamed, reddened patches on the vocal cords that 
appear innocent, it is now shown, may harbor 
early carcinoma. Diagnosis depends finally upon 
surgical biopsy, but preliminary detection by 
cytology is now of very practical value utilizing 
the new cytologic instrument to be described. 


Symptomatology of Laryngeal Cancer 


The diagnosis of cancer of the larynx should 
be relatively simple due to the accessibility of 
the area. Its cardinal symptom, hoarseness, is 
one that the patient, his family and his physician 
are aware of at an early stage. Yet delay in 
diagnosis is seen all too frequently because 
FIGURE 6. Throat brushing from case showing inflammatory hoarseness and a “slight sore throat” are such 
— 8. common symptoms that they are too readily 
ignored. Persistent hoarseness or difficult and 
painful swallowing, chronic irritation and clear- 
ing of the throat, and the spitting up of blood 
should not be neglected. Patient and physician 
carelessness lead to procrastination and the 
most tragic delays. But a number of other factors 
further delay the diagnosis of cancer of the 
larynx. If the patient is a heavy smoker and/or 
an alcoholic, mucosal inflammation is often so 
severe that routine examination, even with a 
local anesthetic, may be impossible and most 
certainly is incomplete. 

Smoker’s cough, with or without expectoration 
of a moderate amount of clear or colored sputum, 
should be an indication for regular medical 
examination by the family physician. To wait 
for the expectoration of blood in the sputum is 
to delay until the dangerous stage is reached. 
It would seem good preventive medicine for 
heavy smokers with cough to have a medical 
FIGURE 7. Rich concentration of malignant-appearing cells check-up and chest x-rays and cytology tests of 
from clinical lesion of pharynx—Class 4 malignant cells. the throat and lungs at regular intervals. 
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Cell Collection Technique 


The new procedure includes the collection of 
a cell sample in mucus brushed or swept directly 
from the vocal cord area. The mechanical brush- 
ing procedure accomplishes two objectives: 
First, it provides an excellent sample of cells 
from the larynx; second, it provides a physical 
irritation to provoke a deeper than usual cough 
and expectoration of sputum which is used as the 
initial sample to be searched for cells from the 
lungs and bronchi. The technique is simple and 
the throat brush may be readily used by the 
medical practitioner in office or clinic. For use 
in detection, no anesthetic is required. Indeed, 
it is undesirable, since a better sputum specimen 
is collected after the cough following the physical 
irritation of the brush sweeping up cells and 
mucus from the vocal cord area. The first sample 
of mucus, that containing the cells from the 
throat area, is prepared by expressing the mucous 
secretion directly from the bristles of the brush 
onto a glass slide. The second sample, the ex- 
pectoration of sputum, is collected by spitting 
into a small bottle of 70 per cent alcohol im- 
mediately after the cough which follows the 
brushing of the throat. The cytologic analysis 
of these two specimens provides initial cell 
detection in the over-40 asymptomatic individual 
who smokes cigarettes. 

It is not to be inferred that examination of a 
single sample of sputum is adequate to rule out 
the presence of cancer of the lung, but when 
cancer is present even the first sputum test may 
be diagnostic. Indeed, Farber and coworkers 
reported, “In most instances, when neoplastic 
cells were found they were observed in the first 
sputum specimen examined. They conclude that 
“the cytologic examination of sputum is a 
valuable addition to the procedures for the diag- 
nosis of carcinoma of the lung” and they state 
that in the use of sputum versus bronchial secre- 
tions, sputum is more practical. Whenever initial 
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FIGURE 8. High-power study of group of malignant cells from 
same case as FIGURE 7. Lesion proved to be epidermoid 
carcinoma, 


FIGURE 9. Throat brush specimen showing cells of benign 
type—Class 1. Cell smears resemble vaginal or cervical smears 
and clear-cut staining characteristics, too, are similar. 
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A Simple Office Test 
for Diagnosis of Throat 
and Lung Cancer 


FIGURE 10. Throat brushing from tonsillar area showing group 
of benign glandular cells. 


FIGURE 11. Cytologic findings from throat brush smear in 
patient suspected of having metastatic pulmonary carcinoma. 
Suspicious anaplastic-appearing cells suggest that cells 
coughed up in sputum may be collected with mucus from 
lower pharynx, using the rotating throat brush—Class 3. 
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suspicion is aroused by atypical cells in the first 
test, further diagnostic investigation, including 
x-ray study, is indicated. At least three samples 
of sputum should be collected in any case where 
there is suspicion which may be based upon 
either clinical suspicion, upon doubtful x-ray 
findings, or upon atypical or suspicious cell 
findings noted in the first sputum specimen. 
(When sputum is scanty and suspicion exists, 
the use of an aerosol pump nebulizer, as intro- 
duced by Barach, Bickerman and Beck, will 
provide voluminous specimens in such selected 
cases.) Indeed, bronchoscopy and the further 
search of bronchial washings may frequently be 
indicated to establish diagnosis or to rule out 
malignancy in patients with profound pulmonary 
disease which may possibly be malignant. 


Problems of Establishing Final Diagnosis 
For Early Cancer of the Lung 


Where it may be easy to establish lung cancer 
when the disease is advanced, the problem is 
more complex with early stages calling for effec- 
tive use of all available diagnostic faculties. While 
both x-ray and cytology may be conclusive in 
advanced cancer, the radiographic findings may 
be doubtful during the earlier stages. It is in this 
stage that the combination of repeated cytology 
studies with careful x-ray studies should contrib- 
ute to the detection of a higher percentage of 
cases of lung cancer suitable for surgical therapy. 

Where initial suspicion of bronchogenic car- 
cinoma is aroused by suggestive or doubtful x-ray 
findings and confirmed as malignant by supple- 
mentary diagnostic measures such as cytology, 
bronchoscopy or surgical biopsy, no problem 
exists so far as diagnosis is concerned. The prob- 
lem is one of surgical therapy and the earlier de- 
tection has been made, the higher the percentage 
of cases amenable to successful surgical treatment. 

But where initial suspicion is aroused by posi- 
tive or suspicious cells in the sputum, and where 
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initial x-ray studies do not confirm the presence 
or localization of the lesion, a real problem exists 
of determining the origin of the suspicious or 
positive cells and of confirming that the lesion is 
malignant. Repeated x-ray studies must be un- 
dertaken; bronchoscopic investigations must be 
made, and selective aspirations or brushings of 
mucus and cells must be made from each lung 
and from each large bronchus. Although genuine 
problems to confirm the diagnosis and to localize 
the lesion exist with this sequence of events, the 
results of surgical therapy will be radically im- 
proved where cytology tests of the sputum are 
positive and the lesion is confirmed as cancer 
before the x-ray evident stage of tumor 
development. 


Simplicity of Detecting Laryngeal Cancer 


The routine sweeping of vocal cords by the 
throat brush as a detection procedure is proving 
extremely encouraging... It appears that the blind 
sweeping up of mucus from this area will enable 
detection of this form of cancer when extremely 
early and amenable to successful treatment. A 
recent report by Miller and Fisher emphasizes 
the innocent appearance of lesions of the vocal 
cords proved by surgical biopsy to be carcinoma 
in situ. One of the immediate problems of the 
otolaryngologist inspecting the throat from which 
malignant cells have been swept is the selection 
of the target lesion or area from which the cells 
were shed to provide accurate biopsy findings. 
Not infrequently, as in the special test case herein 
reported, repeated biopsies may be required be- 
fore the heart of the lesion is found, as not in- 
frequently adjacent tissues reveal structure which 
may bediagnosed histologically as ‘‘precancerous.”’ 


CASE REPORT 


A. P. (Test case to show value of cytology in 
studies of throat): Patient was a male, age 57, 
who had been a heavy smoker of cigarettes all 
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FIGURE 12. Cytologic finding in sputum in.same case as 
FIGURE 11, showing many clusters of suspicious epithelial 
cells suggesting metastatic tumor of lungs. The patient, age 7 
years, had one eye removed with retinoblastoma in 1954, and 
a second in 1956—Class 3. 


FIGURE 13. Cluster of cancer cells in sputum from patient 
suffering from carcinoma of the lung—Class 5. There appear 
to be cells of two distinct morphologic types present, those 
showing round hyperchromatic nuclei, and several cells show- 
ing a more active appearance, with chromatin granules 
recognizable in large nuclei exhibiting a more vesicular 
appearance. 
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A Simple Office Test 


for Diagnosis of Throat 
and Lung Cancer 


FIGURE 14. Close inspection of cutologic findings in very early 
neoplasm of cervix, revealing similar features to those observed 
in cells from the lung or throat, which too, are of epidermoid 
type. The surface biopsy of cells from the cervix permits 
extremely early recognition of neoplastic changes extending 
from the precancerous to the carcinoma in situ stage. The cells 
appear intact, clearly stained, and consistent with a diagnosis 
of preinvasive carcinoma. 


FIGURE 15. Cytology of lung. Clusters of malignant cells in 
sputum—Class 5. 
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his life. He asked whether he couldn’t have a 
cancer test for the throat because he was worried 
about an attack of laryngitis and hoarseness he 
had suffered six months previously. His laryngitis 
at that time was treated by administration of 
penicillin and painting the throat with iodine, 
following which the symptoms cleared up. How- 
ever, in view of his fear of cancer, he requested 
that a special test be made. The indication then 
for the taking of the cytology throat test at the 
Cancer Institute at Miami [I was formerly di- 
rector of this institute] was primarily to allay his 
fears and to give the patient peace of mind. This 
was on August 14, 1957. 

The cytology test for the throat was reported 
as revealing ‘cells showing marked precancer 
changes approaching carcinoma in situ.’’ Follow- 
ing the surprising cytology findings, the patient 
was promptly referred to Dr. Nathaniel Levin 
(August 25) for laryngoscopic examination. After 
initial inspection, Dr. Levin stated he saw no 
evidence of cancer but observed three reddened 
areas on the vocal cords. He indicated he would 
take repeat throat brush cell studies under 
direct vision for confirmation, as well as tissue 
biopsies from the reddened areas. The second 
cytology confirmed the first as showing cells of 
probable malignant type. The first series of his- 
tologic studies (September 5, 1957) showed 
“acanthosis with marked cellular atypism.” A 
rebiopsy was suggested by the examining pathol- 
ogist, particularly of the right vocal cord “‘since 
the precancerous changes suggested the possibil- 
ity of malignancy nearby.”’ The operative report 
of the second biopsy was dated February 25, 
1958, describing a cyst of the left vocal cord and 
early ulceration of the edge of the right vocal 
cord. (It is uncertain whether ulceration was the 
result of nonhealing from the first biopsy or was 
indicative of possible progression of the 
malignancy. ) 

This test case demonstrates the usefulness of 
routine throat brush cytology as a simple office 
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detection procedure on heavy smokers. It dem- 
onstrates the ability of cytology to detect un- 
suspected preclinical cancer in the throat before 
the stage of signs and symptoms. 

Eighteen months later the patient’s voice was 
normal and the cytology and clinical appearance 
of the patient’s throat and vocal cords appeared 
normal. Office records state: 5-21-58: “Laryngeal 
examination discloses no evidence of the lesion. 
The x-ray therapy has been highly successful.” 
7-2-58: ““Normal vocal cords, no hoarseness pres- 
ent.”” 11-5-58, Laryngeal examination: ‘‘No evi- 
dence of any lesion. Normal vocal cords, excellent 
voice.” 

There is every indication that the cure will be 
permanent and follow-up cytology tests and 
laryngoscopic examinations will be made each 
year. 


Principle of Brush Cytology 


In a previous report by the author, “A New 
Diagnostic Procedure for Cancer of the Larynx 
Using a Retractable Throat Brush,” it was ob- 
served that cell bristles prepared from natural 
boar’s bristles (as suggested originally by Dr. 
H. J. Rand) exert some attraction for epithelial 
cells and mucus. The boar’s bristles are flagged 
at the ends and possibly this helps to ensnare 
cells that adhere to the bristles. Brushing re- 
moves cells by gentle scraping action; and selec- 
tively larger numbers of malignant cells will be 
shed from neoplasms than from normal epitheli- 
um where there is a greater resilience. This is at- 
tributed to the low calcium content of the malig- 
nant cell as contrasted to the normal cell. As a 
result of low calcium content, the intercellular 
cement breaks down and there is a greater tend- 
ency for malignant cells to break apart. Before 
withdrawing the instrument, the brush is re- 
tracted into the sleeve that protects the cell 
— The cells are then transferred to a glass 
slide. 
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FIGURE 16. High-power study of cytology of the lung-in bron- 
chogenic carcinoma (epidermoid). The clearly-defined, malig- 
nant-appearing nuclei show marked variability in size and 
shape, with numerous nuclei and discrete bundles of chromatin 
recognizable—Class 5 cells. 


FIGURE 17. High-power study of individual cells coughed up 
in the sputum from patient with bronchogenic carcinoma; 
observe clearly-defined nuclear borders and large nucleoli. 
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A Simple Office Test 


for Diagnosis of Throat 
and Lung Cancer 


Cytology of the Throat 


The cytology of the throat resembles that ob- 
served in vaginal smears. The same brightly 
stained acidophilic cell manifestations are ob- 
served, and a whole new range of diagnostic 
phenomena are revealed to the eyes of the cytolo- 
gist. Here is a tool offering a new approach to the 
study of health, disease, and, indeed, hormonal 
activity, with brilliant possibilities for new dis- 
coveries which may be related to nutritional dis- 
orders, dental hygiene and pH studies of the 
saliva, in addition to reflecting signs of irritation 
from cigarette smoking and finally the telltale 
cell evidence of beginning cancer. From the 
standpoint of cancer diagnosis, cells from the 
throat may be diagnosed as “‘positive,’”’ ‘‘nega- 
tive” or “‘suspicious.’’ With experience, the sus- 
picious category may become further identified 
into two subgrades as “inflammatory” and “pre- 
malignant.”’ Final diagnosis must always rest 
_ upon histologic confirmation. 

It is extremely important to be aware that 
malignant cells from the lung may show up in the 
throat-brush test. In cancer, cells are constantly 
being coughed up into the larynx and pharynx. 
Localization to lungs where possible by x-ray is 
confirmed by finding positive cells in sputum and 
bronchial secretions as well, and usually in higher 
concentration. The otolaryngologist will also con- 
firm site of origin of cells by direct cell brushing 
from the vocal cords specifically. 


RESULTS 


Results of cytologic findings in the throat and 
oral cavity will be presented apart from those of 
lung cancer. The cytology of sputum has been 
studied for many years and the over-all totals ex- 
tend throughout the past nine years during which 
the Miami Cytology Center has been in existence. 
However, cytologic studies of the throat and oral 
cavity are recent since this represents a new field 
of research and diagnostic activity. 
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In the Research Clinic of the Cancer Institute, 
cell brushings from the throat and oral cavity 
have recently been made in 571 tests on 497 pa- 
tients (Table 1). Positive cancer cell identification 
was made in 30 cases, and of these the lesions 
were confirmed as malignant in 18, while three 
casés showed negative pathologic findings for 
cancer. In one, the lesion was a polyp, in one 
Hodgkin’s disease, and in the third case normal 
tissue was found. Follow-up findings were not se- 
cured in nine patients. Therefore, in cases diag- 
nosed positive by cytology having a histologic 
follow-up, the accuracy was 85 per cent. Of 21 
cases diagnosed as suspicious cytologically, histo- 
logic confirmation of malignancy was made in six, 
while six showed negative histologic findings. On 
nine patients no follow-up information was avail- 
able. The over-all accuracy of cytologic detection 
in patients showing suspicious and positive cytol- 
ogy (51 cases), of which 24 were verified as malig- 
nant by histologic confirmation and nine showed 
negative pathologic findings, totaled 72.7 per cent 
confirmed malignant lesions. 

A differentiation should be made between the 
use of the throat brush as a technique of detec- 
tion in the asymptomatic individual, in contrast 
to the direct sweeping of the surface of a suspi- 
cious lesion of the throat or adjacent tissues 
believed or known to be of malignant character. 
The usefulness of the method varies considerably 
between these two separate types of clinical 
application. The direct cell brushing or cell 
scraping from a visible lesion has similar practical 
value to the biopsy in suspicious lesions, and 
physicians and surgeons will accept the method 
more quickly when used in this manner. The 
advantage of the cell brush under these condi- 
tions is its simplicity and speed in providing a 
preliminary diagnostic report. But the greatest 
value of the throat brush lies in the detection of 
cancer when totally unsuspected, when results 
are more frequently successful. Physicians have 
been slow to accept and take advantage of the 
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new concept that the early stage of malignant | 


disease is ““masked’”’ by the normal or benign 
inflammatory appearance of the tissues. Only the 
advanced ulcerating and symptomatic stages are 
clearly evident; and cytology, in many tissues, 
offers detection years ahead of this “alarm” 


stage. Needless to say, earlier diagnosis increases 


the yield of successful results as, for example, in 
the uterine cervix where the most favorable cure 
results have reached a new peak of controllability 
of 99 per cent. The future potential in such tis- 
sues as throat and lung constitutes a real chal- 
lenge to clinical investigators. But it is certain 
that important gains can be made. 


Results of Cytologic Studies of Sputum 


Cytologic studies have been made on 2,223 
pulmonary specimens at the Cancer Institute 
during the past eight years. The relative accuracy 
of cytologic detection is reflected in the statistical 
analysis (Table 2) of the following group of 1,470 
cases of which 1,149 were diagnosed as negative 
(78.1 per cent), 158 as suspicious (10.8 per cent), 
and 163 as positive (11.1 per cent). In the follow- 
up it was noted that 73 were confirmed as cancer 
in 79 of the 163 positive cases who had histologic 
results. Therefore, 92.4 per cent of cases followed 
up were confirmed, as compared to 82.4 per cent 
of the suspicious cases confirmed as cancer. 


ACCURACY OF SPUTUM CYTOLOGY 
FOR TUMOR CELLS 


It has been established by Dudgeon and Wrig- 
ley and others that sputum cytology yields a 
positive diagnosis of from 60 per cent to 88 per 
cent in carcinomas of the lung. Bergman and 
coworkers, and Clerf and Herbut reported accu- 
racy of 88.3 per cent in 540 patients with carci- 
noma of the lung, while a bronchoscopic biopsy in 
the same series was positive in 30.9 per cent. Clerf 
and colleagues state, “While a positive biopsy re- 
port gives greater diagnostic security, a positive 
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TABLE 1. 
Results of Cytologic Findings in the Oral 
Larynx and Pharynx 


Cases: 497; Tests: 571 


Positive Pathology 


Cytology Cases 
1. Negative 446 1 
Suspicious 21 6 
Positive 30 18 
2. Suspicious cytology 21 
Positive pathology 6 
Negative pathology 6 
No follow-up 9 
Positive cytology 30 
Positive pathology 18 
Negative pathology 3 (1 polyp, 1 Hodgkin’s disease 
and 1 normal tissue) 
No follow-up 9 
8. Cytology Suspicious, Lesion, Direct Smear—8 
Positive pathology 4 
Negative pathology 1 
No follow-up 3 
Cytology Positive, Lesion, Direct Smear—23 
Positive pathology 16 
Negative pathology 0 
No follow-up 7 
TABLE 2. 


Pulmonary Statistics 


STATISTICAL STUDY OF CYTOLOGY OF LUNG 


Total cases: 1,470; Total tests: 2,223 


Cases Per cent 
Negative 1,148 78.1 
Suspicious 158 10.8 
Positive 163 11.1 


Confirmations: 101 (Cytology suspicious 28, Cytology positive 73) 


Follow-up 
Confirmed Per cent Follow-up 
Cytology Cases Follow-up Cancer Confirmed 
Suspicious 158 34 28 82.4 
Positive 163 79 73 92.4 


False negative cytology—6 cases 
Not confirmed, suspicious or positive cytology—12 cases 
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A Simple Office Test 
for Diagnosis of Throat 
and Lung Cancer 


cytologic finding has been found equally depend- 
able from a practical clinical standpoint. In prac- 
tically every case of a positive biopsy, cytologic 
findings too, were positive. The number of posi- 
tive cytologic diagnoses in the cases of negative 
bronchoscopic biopsies were more than twice as 
great in nearly all groups. This supports the con- 
clusion that cytologic study of secretions has 
aided enormously in arriving at a positive preop- 
erative diagnosis of carcinoma and has increased 
the rate of positive diagnosis in patients exhibit- 
ing negative bronchoscopic findings. Jt also has 
aided in the diagnosis of bronchogenic carcinoma in 
a small group of patients before there was any de- 
monstrable roentgen evidence of bronchopulmonary 
disease.”’ 

Farber and his associates reported that ‘Over 
400 patients with various diagnoses have been 
studied by routine examination of a single sputum 
specimen. Positive cytologic diagnoses have been 
made in three patients. It must be stressed that a 
negative cytologic diagnosis does not rule out 
lung cancer but must be carefully evaluated with 
other findings in the individual case. It has been 
determined that repeated cytologic examinations 
of five specimens or more increase the diagnostic 
accuracy to 90 per cent of cases with patholog- 
ically proved bronchogenic cancer. Thus, repeat- 
ed examinations should be made while all other 
indicated diagnostic procedures are being carried 
out.” 

In the series of Farber and coworkers, 2,228 
specimens of sputum, or of secretions obtained 
bronchoscopically, representing 671 cases, have 
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been submitted to cytologic study. Of these 671 


cases, 100 have been proved to be cancer of the 
lung. Sputum from 89 of the 100 proven cases 
was examined and cells ‘‘consistent with malig- 
nancy” or “suspicious” were found in 63, or 
71 per cent. Bronchoscopically obtained secre- 
tions from 45 proven cases were examined, and 
positive findings were reported in 26 (58 per 
cent). 

Papanicolaou and Koprowska have reported a 
case of carcinoma in situ of the bronchus, de- 
tected by abnormal cells suggestive of cancer 
found in sputum as well as in bronchial washings. 
They state four specimens of sputum and six 
bronchial washings were examined, and neo- 
plastic cells were found singly or in small clusters 
and were of the squamous type suggestive of 
bronchogenic epidermoid carcinoma. This case 
demonstrates the remarkable sensitivity of the 
cytologic method of diagnosis in lung cancer, 
since the lesion was discrete and localized. It 
therefore seems to indicate the possibility and 
practicability of detecting early lung cancer by 
recognizing cells in the sputum. 


Observations 


Early diagnosis represents the key to successful 
treatment of malignancy wherever it may arise. 
The use of a simple cell collection procedure from 
the throat with a mechanical throat brush instru- 
ment, and the simultaneous collection of a second 
specimen in the form of sputum from the lungs, 
represents a logical combination of diagnostic 
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specimens for cancer cell examination in these 
areas. The more frequently physicians use simple 
and effective detection procedures as part of reg- 
ular physical checks for cancer, the more fre- 
quently will unsuspected cancer be found in time 
for successful treatment. 

Brush cytology of the throat, an office method 
for obtaining cells from the suspect area for mi- 
croscopic study by cytologists, shows considerable 
promise as a simple additional diagnostic pro- 
cedure in search for early carcinoma of the phar- 
ynx and larynx; it merits further widespread use 
and evaluation. 

A test case to show the value of the throat 
brush cytodiagnosis in a chain cigarette smoker 
demonstrates detection of carcinoma in situ of 
the larynx in a preclinical stage, followed by suc- 
cessful radiation therapy with recovery of normal 
voice. 

Brush cytology may also find a very useful 
place in checking progress and the final results, 
after completion of deep x-ray therapy, or follow- 
ing surgery of the malignant larynx or pharynx. 
Cell brushings are more acceptable than biopsies 
following therapy, and cytologic changes may 
reflect recurrence many months before clinical 
signs are apparent. 


Conclusions 


A simple office procedure for earlier diagnosis 
of throat and lung cancer has been presented. 
The application of the cytologic method for the 
collection of cells from the throat and vocal cord 
areas for cancer detection represents a new phase 
of cytodiagnosis of great promise. 

The test is a two-step procedure in which the 
first phase consists of a sweeping up of cells and 
mucus from the larynx with the throat brush for 
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cytodiagnosis. The bristles of the brush produce 
a mechanical irritation which provokes a deeper- 
than-usual cough, with expectoration of sputum 
from trachea and bronchi for lung cancer detec- 
tion. The combination of the two cell specimens 
from throat and lungs provides a simple screening 
procedure offering protective value for heavy 
cigarette smokers over 40. 

Although examination of sputum for malignant 
cells has been made for many years, the combina- 
tion of the collection of the mucus from the throat 
and the sputum from the lung as detection pro- 
cedures at one sitting, constitutes a new approach 
to the age-old diagnostic problem of finding cancer 
at an earlier and more favorable stage. 

Cytology provides useful preliminary cancer 
detection procedures, but the more specialized 
confirmatory x-rays and surgical biopsies must be 
called into play whenever positive or suspicious 
cytologic findings are encountered. 

Prevention is better than cure, and a challenge 
is provided to physicians and educators to warn 
teenagers of the dangers of cigarette smoking. 
Educational motion pictures, slides and lectures 
should be presented throughout the nation in 
elementary and high schools and churches in ef- 
forts to prevent youngsters from acquiring the 
habit. Visualization of lung surgery and the foul 
ulcerating, malignant lungs excised from heavy 
smokers should make a lasting impression upon 
the minds of today’s youth. 


The author expresses appreciation to Dr. Nathaniel Levin 
of Miami, for his assistance in preparation of this report, and 
to Dr. Nuri Sagiroglu in preparation of the photomicrographs. 
Technical assistance was furnished by Barbara Millar, Kola 
Kennedy and Alice Gerundo. 


A coupon for ordering an extensive bibliography accompany- 


ing this article may be found adjacent to the Index to Adver- 
tisers. 
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What Drives the Prostitute? 


EDWARD PODOLSKY, m.p. 
Brooklyn, New York 


PROSTITUTION is a very, very old institution. It 
is also a very, very old problem. It has been the 
subject of exhaustive study by lawyers, sociolo- 
gists, psychologists and psychiatrists—and still 
no one has the answer. 

Prostitution is definitely a social problem. It is 
intimately associated with several other vices, 
drug and alcoholic addiction, for example. Vari- 
ous petty crimes such as thievery and cheating 
are also closely associated with prostitution. As 
a social phenomenon, prostitution exerts its in- 
fluence upon many people. It also helps to deter- 
mine, to some extent, our sexual behavior and 
practices. 

Most experts believe that prostitution is pri- 
marily a psychologic problem. According to 
Webster a prostitute is ‘a woman who offers her- 
self indiscriminately to sexual intercourse for 
hire.’’ What is there in the psychologic make-up 
of a woman that causes her to do this? 

Prostitutes are not limited to any stratum of 
society; they are found in all classes, in all 
countries and under all sorts of economic con- 
ditions. Psychologic evaluation of prostitutes 
brings out certain facts. The choice of a partner 
is not only indiscriminate and promiscuous, but 
is purposely unselective. The prostitute has this 
attitude: ‘Anyone at all will do, no matter who, 
as long as he pays.” 


A Process of Depersonalization 


Not only is the sexual intercourse paid for, but 
the manner of payment emphasizes that the 
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relation exists only for material ends. The time 
is brief and each partner has contempt for the 
other. The sexual partners know nothing of each 
other and care even less. Prostitution is inter- 
course of genitals only, but not of persons. 

The prostitute attempts to effect a process of 
depersonalization about the sexual situation. She 
reasons that as long as she is not bound by ties 
to her partner that sexual intercourse is not 
sexual intercourse. 

To the prostitute every man is a “sucker.” 
She takes vengeance on every decent woman by 
taking her man away from her and has a tan- 
talizing experience in doing this. Quite often, 
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however, the prostitute is frigid and experiences 
no emotion during the act. 

Prostitution sometimes represents the satis- 
fying of unconscious hunger, the desire for re- 
assurance. The prostitute is devoid of normal 
sexual emotion, but she is always seeking it. 


The Frigid Nymphomaniac 


An interesting psychologic problem as far as 
it concerns prostitution is the frigid nympho- 
maniac. This type of frigid woman is a fascinat- 
ing paradox. She does not refuse nor abhor sexual 
relations. Instead, she seeks them with a strong 
fervor, time and time again. Strong excitement is 
experienced, mounting rapidly but never result- 
ing in an orgasm. Women of this type seek men 
insatiably, and yield to them indiscriminately. 

This type of female is the counterpart of Don 
Juan. She is known as the Messalina type. She 
becomes the “loose woman,” the prostitute. She 
enters prostitution, not for financial gain, but in 
an attempt to attain sexual satisfaction. 

Choice and selection play a very small part in 
the love life of the frigid nymphomaniac. To her 
one man is very much like the next, and in all 
of her sexual experience there is an element of 
autoerotism. Because of this, even when she 
has long ago lost her virginity, she enters upon 
each new affair as though it were her first. The 
men she may have had leave no impression on 
her. 

Such a woman is often fascinating because of a 
peculiar combination of innocence and lewdness. 
There is something childlike about her beauty. 
Men flutter about her like moths near a flame— 
with very much the same results. 

The frigid nymphomaniac prostitute knows no 
gratitude. Her power consists precisely in her 
disregard for human values—a definitely psy- 
chopathic trait. The promiscuity of this psycho- 
logic type, and her tendency to be neglectful, 
contribute to a high rate of venereal disease. The 
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nature of her love life excludes the possibility of 
finding a man to whom she can ever remain true 
and faithful. 

The nymphomaniac is always seeking for that 
elusive something—the orgasm—which she never 
seems to attain. The lack of satisfaction increases 
her striving for satisfaction. Actually, the frigid 
nymphomaniac prostitute is a very sick woman 
who seeks a way to discharge the almost unbear- 
able tension that is plaguing her. 

Lack of orgasm is the basis of the nympho- 
maniac’s frigidity. After coitus there is no normal 
relaxation; various nervous symptoms usually 
appear, such as headaches, irritability, palpita- 
tion of the heart and insomnia. Despite all this, 
she continues her social behavior because of some 
strong, inner compelling drive, apparently be- 
yond her control. 


Emotional Difficulties of Prostitutes 


The average prostitute also suffers from a vari- 
ety of emotional difficulties. She has guilt feelings 
because of her insatiable sexual cravings, revenge 
feelings against her husband (if she is married) 
because he is unable to satisfy her sexual cravings 
and because of his lack of masculinity. 

In the early childhood of some of these women 
there is usually an overattachment to the father 
and hatred and hostility toward the mother. In 
such cases the constant search for a father sub- 
stitute may be the driving force that causes the 
woman to go from man to man, attempting to 
find a surrogate for her father, who exists only 
in her fevered imagination. 

The prostitute is, for the most part, a sexual 
psychopath, deficient in moral and ethical values, 
with a total disregard for others and for herself. 
A prostitute is a prostitute because of certain 
inner drives and compulsions, because of certain 
psychologic quirks and deficiencies. Careful and 
competent psychiatric evaluation and therapy 
are definitely required in all cases of prostitution. 


123 


Fever, abdominal pain and vomiting always signal the pos- 
sibility of acute appendicitis. In examining the child, the phy- 
sician should first of all gain the child’s confidence; otherwise 
it will be extremely hard to make any diagnosis. 
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The Diagnosis 
of Acute Appendicitis 
in Infants and Children 


EDWARD G. STANLEY-BROWN, m.p. 
New York, New York 


The triad of fever, abdominal pain 

and vomiting always suggests the possibility 
of acute appendicitis in an infant or child. 
Sympathetic understanding is essential 

in the approach to the very young. 

The important differences in the diagnosis 
of appendicitis in infancy and childhood, 
as compared to adult life, 

are stressed in this article. 


THERE EXISTS a popular misconception that acute 
appendicitis in infants and children constitutes 
such a difficult diagnosis as to be almost im- 
possible to establish. This fallacious reasoning is 
expanded further to the proposal that where any 
doubt at all exists it is best to operate and that 
one should have no regrets upon finding a per- 
fectly normal appendix at surgery. 

Actually acute appendicitis in infants and 
children varies little from the disease as it is 
seen in early adult life, and the purpose of this 
report is to consider the diagnosis, the differential 
diagnosis and some aspects of the pre- and post- 
operative care. The operative technique has been 
fully documented and will not be considered. 
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Triad of Symptoms 


The child will often complain of a “tummy” 
ache, at first periumbilical or epigastric in loca- 
tion, with associated fever, nausea and vomiting. 
This triad of abdominal pain, fever and vomiting 
should always alert the physician to the possi- 
bility of acute appendicitis. The pain continues 
and often settles on the right side. The fever is 
characteristic of low grade, 99° to 100°F., and 
persists. While constipation is present in most 
cases, many children will have diarrhea, which 
should not mislead the responsible physician into 
excluding appendicitis. Vomiting is almost always 
present but is more frequent in the younger age 
group. 


HARD DECISION IN VERY YOUNG 


In the child under 2 years of age, the preceding 
events may not evoke too much concern, for 
abdominal pain may be less apparent, and fever 


and vomiting are not uncommon occurrences in ~ 


this age group. This circumstance explains the 
very high incidence of perforation of acute ap- 
pendicitis upon admission to the hospital in the 
patient 2 years of age or less. 


Establishing Rapport 


At first glance the child frequently does not 
appear ill but looks quiet and subdued. He lies 
motionless in bed and may show the facial flush 
suggestive of fever. As the physician enters the 
room, he may note these things, but most im- 
portantly he should concentrate on meeting his 
patient and putting his best foot forward. If 
physician and child are old friends, this step is 
easy but to the child who does not feel well to 
begin with, the arrival of a strange doctor— 
synonymous in his mind with the hated needle 
and shots—is a meeting to be wary of. The busy 
practitioner, already tired and anticipating 
several more calls, may be impatient with the 
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uncommunicative 3-year-old who clutches his 
teddy bear to his chest and looks at the physician 
as much as to say, “All right, prove you’re a 
nice guy.” This is exactly what the doctor must 
do if he is to arrive at any diagnosis at all, and 
it may take up ten or 15 minutes of his valuable 
time and include examining the teddy bear, and 
discussing the relative merits of different tele- 
vision shows, breakfast cereals and characters 
in the comic books. Children unerringly detect 
true sympathetic interest as well as the hurried 
and impatient approach. 


Order of Examination 


Children are naturally friendly and desire the 
respect they deserve as individuals, and by re- 
questing permission to look at the tongue, feel 
the neck, or listen to the chest—a good spot at 
which to begin—one is started with the examina- 
tion. After the nose, throat, neck, ears, heart and 
lungs are examined carefully, one is ready to 
examine the abdomen. This should be started by 
inspection which may reveal splinting of one 
side or the other. Palpation is started on the 
lower rib cage or the thigh, or anywhere other 
than the abdomen proper. As one works the 
warm examining hand gently onto the abdomen 
itself, the examiner intently observes the pa- 
tient’s face. A steady stream of conversation of 
interest to the child will keep him looking at the 
examiner who may then detect points of tender- 
ness by the wince and changed facial expression. 
If tenderness is elicited in the right lower quadrant 
this area should be re-examined after a few 
minutes spent in auscultation which usually re- 
veals diminished bowel sounds even early in the 
course of the disease. 

The most stoic child cannot help but wince or 
even cry out when true tenderness over the in- 
flamed appendix is present. Tenderness to per- 
cussion is a reliable confirmatory test and far 
more accurate than rebound tenderness. Nothing 
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will be gained by asking if palpation hurts. The 
4-year-old will say yes, no, or nothing with about 
equal frequency and inaccuracy. The infant’s 
abdomen may be palpated to best advantage 
while the patient is held in the mother’s arms. 

The extremities are examined for swollen or 
tender joints, and lastly, a rectal examination is 
performed. This intrusion upon the child’s privacy 
should be likened to taking his temperature, and 
the principal information sought is the presence 
or absence of a fecal impaction. Rectal tenderness 
cannot be distinguished from the very unpleasant 
sensation of the examination itself, and the pa- 
tient will almost always report pain, which evalu- 
ation may be largely disregarded. 


THE UNMANAGEABLE CHILD 


In spite of the most patient, understanding and 
gentle handling, there will be the occasional child 
so irritable and unmanageable that abdominal 
examination is impossible. In this situation a 
fast-acting barbiturate administered by rectum 
will allow for satisfactory examination after the 


FIGURE 1. A water mattress is useful to reduce fever and con- 
trol body temperature during operation. 
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drug has taken effect and caused drowsiness. This 
technique will not mask localized tenderness and 
is a most helpful adjuvant. Opiates should never 
be administered under these circumstances, as 
they may very completely mask abdominal pain 
and tenderness. Pentobarbital in a dosage of 5.5 
mg./kg. of body weight may be dissolved in 
10 ml. of isotonic saline and administered through 
a small rectal catheter. 


Further Diagnostic Signs 
BLOOD COUNT 


Leukocytosis over 10,000 is the rule, and while 
not diagnostic, its absence raises the question of 
another diagnosis. Episodic severe abdominal pain 
may occur with lymphatic leukemia, and such a 
situation would be revealed by examination of 
the blood. Anemia is often present with peritoni- 
tis of several days’ duration. 


URINALYSIS 


The routine urinalysis is seldom necessary to 
establish the diagnosis but will rule out the pres- 
ence of a urinary tract infection. A few white 
blood cells in the urinary sediment are not un- 
common in acute appendicitis. Acetone when 
present usually indicates dehydration and met- 
abolic acidosis. 


X-RAY 

Occasionally the clinical picture is not clear 
and a plain x-ray film of the abdomen is ordered 
to seek the presence of a calcified appendiceal 
fecolith—in itself a proper indication for surgical 
intervention. 


Differential Diagnosis 

The differential diagnosis of acute appendicitis 
in children includes a vast array of conditions 
which may cause abdominal pain, fever and 
vomiting. For the most part a complete history 


Volume XXI, Number 2 GP 


ru 
g 
q 
a 
n 
ir 
kc 
cl 
q ly 
di 
4 ir 
— R > Ww 
a 


EDWARD G. STANLEY-BROWN, M.D., whose specialty is surgery of in- 
fants and children, earned his medical degree at the University of Pennsyl- 
vania. He took his internship at Bellevue Hospital and his surgical residency 
at Bellevue and Presbyterian Hospitals. He is an associate in surgery at 
Columbia University, assistant attending surgeon at St. Luke’s Hospital and 
associate visiting surgeon, First Surgical Division at Bellevue. He is a fellow 
of the American College of Surgeons and a diplomate of the American Board 
of Surgery. In the army from 1951 to 1952, his principal assignment was 
surgeon for the 8063rd Mobile Army Surgical Hospital, Korea. 


and a careful physical examination promptly 
rule out pneumonia, meningitis, rheumatic fever, 
gastroenteritis and the like. 


FECAL IMPACTION 


There are two conditions which occur fre- 
quently enough to warrant special consideration. 
Fecal impaction in the four- to five-year-old 
group results from simple forgetfulness and the 
annoyance of having to stop whatever game is in 
progress to go to the potty. This omission gives 
rise to gaseous distention of the cecum, tender- 
ness in the right lower quadrant and often vomit- 
ing. Fever is not present. If a large mass of im- 
pacted feces is found upon rectal examination, a 
low soapsuds enema will effect an immediate 
cure. 


ACUTE MESENTERIC LYMPHADENITIS 


Acute mesenteric lymphadenitis, thought to be 
caused by a virus, results in swollen mesenteric 
lymph nodes and free peritoneal fluid. This con- 
dition often follows an upper respiratory tract 
infection and mimics acute appendicitis almost 
exactly. When one is confronted with a child 
with fever, vomiting, abdominal pain, right lower 
quadrant tenderness and cervical lymphadeno- 
pathy, one may suspect mesenteric lymphadenitis 
but should bear in mind that this is a diagnosis 
which can only be made for a certainty at the 
operating table. When the differential diagnosis 
lies between acute appendicitis and mesenteric 
lymphadenitis, the safest course is to undertake 
immediate operation. 


DOUBTFUL DIAGNOSES 


There will be a certain number of instances 
when despite careful evaluation, laboratory and 
X-ray study, the diagnosis remains in doubt. In 
this predicament hospitalization should be urged 
and observation at frequent intervals effected. 
The temperature curve, findings on repeated 
abdominal examination, and leukocyte counts 
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at intervals of three to four hours will clarify the 
picture within ten to 12 hours and constitute the 
best possible insurance against perforation of the 
early gangrenous appendix.. 


/ 


Operative Procedures in Acute Appendicitis 


With a diagnosis of acute appendicitis, hos- 
pitalization, preoperative preparation and sur- 
gery should be undertaken as promptly as pos- 
sible. The stomach should be emptied through a 
nasogastric tube and intravenous fluid adminis- 
tration started by venous cutdown if necessary. 
When perforation has occurred hours or days 
before admission to the hospital, the physician 
is likely to be confronted with a most seriously 
ill and moribund patient. There is dehydration, 
ketosis, tachycardia and a high fever of 103° F. or 
more. It is in this group that preoperative prep- 
aration makes the difference between a fatal and 
a successful outcome. As long as eight to ten 
hours may be required to administer intravenous 
fluids, electrolytes, small repeated blood trans- 
fusions and broad-spectrum antibiotics by the 
parenteral route. Rectal or intravenous salicylate 
administration, alcohol sponging and a circulating 
cold-water mattress are all employed to reduce 
the fever. As a general rule, a fever below 102° F. 
and a pulse rate of 120/minute or less are criteria 
that must be met before appendectomy is carried 
out. 

In the operating room following preanesthetic 
medication, intravenous fluid administration is 
continued and general anesthesia induced. Use 
of the water mattress (manufactured by Gorman- 
Rupp Industries, Inc.) depicted in Figure I, and 
a constantly recording rectal thermocouple are 
useful aids to temperature control and anesthetic 
management. The McBurney muscle-splitting 
incision is used in all cases. It is desirable to re- 
move the appendix in every case, when this is 
technically feasible. 

Children with acute appendicitis may have 
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considerable amounts of free peritoneal fluid 
which looks clear and has no odor; and no gross 
perforation of the diseased appendix is seen. 
Culture of this fluid is very apt to reveal coliform 
bacilli, and drainage should always be instituted 
when more than a few cubic centimeters of fluid 
are found at operation. 


blood transfusions will aid the gradual return to 
health. 


PELVIC ABSCESS 


Pelvic abscess may follow peritonitis but often 
responds to antibiotic therapy alone or may oc- 
casionally drain spontaneously. Rarely will a 
second operation be required to drain a pelvic 


Postoperative Care abscess, but the subdiaphragmatic abscess usually 
requires surgical drainage. This may be ac- 

The postoperative care varies with the severity complished via an oblique or transverse subcostal 
of the disease. Following a simple appendectomy incision, since it is not necessary to resect a rib ‘ 
for acute appendicitis, the patient requires little in a child as all of the diaphragmatic space is eas- 
special attention. If no perforation was present, ily accessible from an anterior incision. . 
no antibiotics need be given and the diet will in- 
crease to normal as the child’s condition im- SMALL BOWEL OBSTRUCTION r 
proves. It is generally quite safe to feed the child The appearance of nausea, vomiting and ‘ 
who is hungry and asks for food. crampy abdominal pain on the eighth to tenth ; 

day following operation for perforated appendici- 
tis usually heralds mechanical small bowel ob- 

Perforated appendicitis with peritonitis pre- struction. The majority of patients will respond ¢ 
sents a very different picture, and intermittent to passage of a child-sized Miller-Abbott tube 0 
nasogastric suction, Fowler’s position, continuous and will only rarely require surgical intervention. P 
intravenous fluid and electrolyte administration, : 
as well as antibiotics, are required. In the very ill A coupon for ordering a bibliography accompanying this , 
child, oxygen is beneficial and small repeated article may be found adjacent to the Index to Advertisers. 

I 
g 
h 
Gradu ates THE NuMBER of college graduates seeking to enter medical schools has decreased from h 
1950 to 1958, a period that saw total college enrollments increase. In 1950, over a 
Go Elsewhere 5 per cent of the college graduates applied to medical schools; in 1958, slightly more fl 
- than 4 per cent applied. b 
During this same period the percentage of “A” students entering medical schools 
decreased while the number of “B” students increased markedly. . 
Medical educators are also concerned by an increase in the number of freshman e 
medical students who withdraw. For the 1957-58 class it was 7.8 per cent, compared t 
to 5.5 per cent for the 1954-55 class. If this trend continues, additional two-year n 
medical schools will be needed to provide students for the four-year schools. There A 
has been a gradual increase in the number of all medical students dropping out cl 
before graduation. h 
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The Ballistocardiogram in General Practice 


ENDEL KASK, M.D. 


Bronx Veterans Administration Hospital 
New York, New York 


The ballistocardiogram is a diagnostic tool, 
about the value of which there has been 
considerable difference of opinion. 

Without going into the controversial aspects 

of the subject, the author first describes 

what hemodynamic events are actually recorded 
by the ballistocardiograph and then tells how 
the record may be modified by a number 

of disease conditions. Even though some 

of the opinions of the author may be challenged, 
he has shown that the ballistocardiogram can, 
in certain circumstances, be of considerable aid. 


BALLISTOCARDIOGRAPHIC waves are inscribed as a 
graphic representation of the movements of the 
body due to cardiac pumping action and to the 
fluctuating movements of blood to and from the 
heart. There is experimental evidence to show that 
a beating heart in situ, emptied of blood or other 
fluid, does not cause any definite ballistic waves, 
but the latter can be created in cadavers when the 
cardiac pumping action is replaced by a mechan- 
ical pump connected to the heart only by flexible 
tubes, so that there is no direct influence of the 
movements of the pump on the recording set-up. 
Also, in living persons, very premature ventricular 
contractions produce no ballistic waves and no 
heart sounds, because the ventricles have not had 
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time to become filled with blood. Therefore, it is 
reasonably clear that the ballistocardiographic 
waves represent hemodynamic events, that is, 
accelerations and decelerations of the blood. 
These events are transmitted to the recording 
instruments through the resulting sudden move- 
ments of the entire body (the “‘big pulse’). 


Physiologic Events That Cause Waves 


From this consideration it is apparent that 
there must be some quantitative relationship be- 
tween the hemodynamic events, e.g., cardiac 
stroke output and the speed of ejection, and the 
ballistic movements of the body. Although many 
factors, such as the recording instruments, en- 
vironmental shaking, body build, poor coopera- 
tion of the patient, direction and distribution of 
the blood flow modify this relationship, it is 
amazingly useful for everyday clinical purposes. 
Ballistocardiography is probably the easiest 
method of evaluating the heart’s functioning that 
can be made available to every general practi- 
tioner or specialist, without involving the risks 
and inconveniences associated with other cardio- 
vascular tests yielding comparable information. 
In its technical ease of application, ballisto- 
cardiography is comparable to electrocardiog- 
raphy but supplies information about the all- 
important cardiac pumping action, which is never 
available from electrocardiograms. 

The main normal ballistocardiographic wave 
complex, H-I-J-K (Figure 1), is caused directly 
by the systole of the cardiac ventricles, although 
the H wave may receive contributions from atrial 
systole, since it is often wide and tall in patients 
with presystolic gallop, and it may at times start 
before the electrocardiographic Q wave. 

There are some disagreements about the exact 
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FIGURE 1. Normal ballistocardiogram (Dock “diagnostic” 
technique) from a 35-year-old man, with the individual waves 
labeled; recorded simultaneously with the electrocardiographic 
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lead 2. a. Longitudinal (shin); b. Lateral direction (the 
rightward movements inscribe upward, and the leftward move- 
ments downward waves in this latter tracing). 
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hemodynamic events that cause the individual 
ballistocardiographic waves, but such disagree- 
ments are more of biophysical than clinical im- 
portance. Clinically, diagnostic correlations have 
been worked out relatively extensively, par- 
ticularly in the case of Dock “‘diagnostic’”’ type of 
ballistocardiographic recording. While the newer 
ultralow frequency acceleration recording tech- 
niques are theoretically superior in transcribing 
the forces of the cardiac action, clinical con- 
firmation of this superiority is difficult to find. 
There are considerable difficulties in interpreta- 
tion of the tracings obtained with these ultralow 
frequency acceleration techniques; respiratory 
variations are lost from the ballistic diagnostic 
arsenal, and at any rate, satisfactory recording 
apparatuses for such techniques are not available 
to ordinary physicians or hospitals because of 
their cost, cumbersomeness and complexity. 


THE H WAVE 


The H wave is the first systolic wave, and it 
occurs synchronously with the first heart sound, 
normally starting its upstroke at or slightly be- 
fore the peak of the electrocardiographic R wave. 
It is therefore due to events associated with the 
short period of ‘‘protosystole,’’ i.e., systole before 
the actual closure of the atrioventricular valves, 
and to isometric contraction. Since this latter in- 
volves bulging of the A-V valves towards the 
atria and perhaps some push of the valve rings 
headward and rightward, it is probable that the 
H wave is due to these valvular and valve ring 
movements since it is an upward wave in both 
longitudinal and lateral tracings, thus represent- 
ing a headward and rightward movement of the 
body. However, since it starts at least in many 
cases before the closure of the A-V valves, it is 
likely that terminal diastolic venous filling and /or 
normal initial A-V regurgitation contribute to it. 
This is especially likely since the H wave is ab- 
normally large in many cases of heart failure, 
with or without an audible presystolic gallop, and 
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may even start before the electrocardiographic Q 
wave, as mentioned previously. 


THE I WAVE 


The I wave is the next systolic wave and is in- 
scribed because of sudden reversal of the body’s 
movement, toward the feet and the left side of the 
patient, i.e., in direction opposite to that during 
inscription of the H wave. Therefore, I wave is a 
downward wave on the ballistocardiogram. It has 
been attributed to sudden recoil of the ventricles 
from the forceful first phase of ejection of the 
blood into the pulmonary artery and ascending 
aorta. A more recent theory postulates that it is 
due to the actual movement of a great mass of 
blood headward, which would make the body 
move footward to maintain its center of gravity 
unchanged. 

The I wave (or H-I segment) is abnormally 
small or absent in many cases of myocardial 
failure, i.e., when the myocardium is relatively 
inefficient in initiating a forceful and prompt 
ejection of the blood from the ventricle(s). 


THE J WAVE 


The J wave is normally the tallest headward 
and also a major rightward wave (upward on 
both the longitudinal and lateral traces). Its 
identification therefore easily serves also for the 
identification of the preceding and following 
waves. Its peak occurs 0.16 to 0.28 seconds after 
the start of the electrocardiographic Q wave in 
the Dock “‘diagnostic”’ tracings, although the most 
common interval between the Q and the J peak 
is between 0.22 to 0.26 seconds. In pure velocity 
tracing the peak appears slightly earlier than in 
the Dock “‘diagnostic” tracing, and the accelera- 
tion J peak occurs earliest. The upstroke from 
the trough of the I wave to the peak of the J wave 
(I-J upstroke, or simply I-J) is considered to be 
the major systolic ballistic event, and its quanti- 
tative changes have been used for grading of the 
ballistocardiographic abnormalities (the Brown 


131 


The Ballistocardiogram 
in General Practice 


FIGURE 2. Longitudinal (direct shin) ballistocardiogram from 
a middle-aged man with slight exertional dyspnea. Electro- 
cardiogram showed only slight, borderline T wave changes in 
the chest leads. The ballistocardiogram, recorded simultane- 
ously with the electrocardiographic lead 2, shows that by far the 
largest wave is a headward, early diastolic wave (L wave), 
while the systolic complex is reduced mainly to three small 
headward waves, separated by two small notches. These three 
small headward (upward) waves are: H, J’ and J". The two 
latter waves are formed by a deep notch in the J wave, thus 
cutting deeply off the peak of the J wave. The first footward 
(downward) notch is the small I wave, and the second notch is 
the notch that cuts the peak of the J into the two small, rudi- 
mentary peaks, J’ and J". This kind of systolic complex 
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forms the classical “coronary pattern,” and the overwhelming 
L wave is practically diagnostic of heart failure, although this 
latter may not be clinically clear-cut, and venous pressure and 
circulation time may be normal. 

This ballistocardiogram also demonstrates the ballistic effect 
of a ventricular premature contraction. The latter creates a 
single, large headward systolic wave, probably the consequence 
of fusion of the H and J waves and the forceful closure of the 
atrioventricular valves during profuse diastolic inflow. The 
following normal systole has more blood to eject because the 
preceding filling (diastolic) period is longer than ordinary in 
this recording and therefore this systole is able to create normal- 
sized H, I and J waves, which, however, are still exceeded by 
the following L wave due to the heart failure. 
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grading system), and for calculation of stroke 
volume on the basis of the ballistocardiogram. 
Since I-J is normally greatest during inspiration, 
it is likely that its major contribution derives 
from the pulmonary vascular tree, which assump- 
tion is also supported by the fact that in pul- 
monary stenosis, in which condition pulmonary 
arterial flow cannot increase promptly, if at all, 
and respiratory variations in blood flow occur 
mainly in the aortic flow, the largest I-J occurs 
during expiration. 

Although the I-J or J wave has been explained 
on the basis of the impact of the ejected blood 
against the aortic arch, it seems certain that the 
impact against the bifurcation of the pulmonary 
artery contributes at least as much or more to this 
wave. 

The following footward turn of the blood flow 
in both of the large arteries probably also helps 
by displacing the body headward. Reflecting the 
greater respiratory fluctuations in venous return 
to the heart and at times the decreasing efficiency 
of the left ventricle, the respiratory variations of 
I-J increase with age and in patients with coronary 
or various other cardiac and pulmonary diseases, 
particularly during cigarette smoking, and in 
people with lax abdominal walls. Also with age, 
the J wave becomes gradually taller in the lateral 
(rightward) direction, this is probably because 
of increasing tortuosity and dilatation of the 
aorta. 


THE K WAVE 


The K wave, a footward-leftward wave (down- 
ward on the recordings), the last systolic wave 
and normally distinct and nearly equal to the I 
wave in the Dock “diagnostic” tracings, is in- 
distinct or rudimentary in the newer ultralow 
frequency acceleration tracings. It has been 
thought to be due to the impact of the blood flow 
against the more distal arterial bifurcations. It is 
often deep in hypertensive patients, and shallow 
in shock, coarctation or thrombosis of the aorta. 
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The succeeding ballistic waves, L, M, N, O, P, 
are diastolic and normally smaller than the 
systolic waves. They may be so small in normal 
people that one or more of them cannot be 
identified. The same may be true in heart dis- 
ease, but in myocardial failure one or more of 
them become abnormally large, corresponding to 
the forceful diastolic filling of the ventricles 
under elevated pressures. 


THE L WAVE 


The L wave, mostly headward, becomes larger 
with increased venous return, such as occurs in 
normal persons after exercise and meals and has 
been explained on the basis of the ascending 
atrioventricular rings and valves against the 
filled atria during the initial diastolic relaxation 
of the ventricles, and also has been explained on 
the basis of the first ventricular inrush of the 
blood and its recoil. The L waves often become 
larger than the J waves in heart failure, when 
the atrial and ventricular filling pressures are 
abnormally high. 


M, N, O AND P WAVES 


The remainder of the diastolic waves: M (foot- 
ward-leftward, or downward on the tracing); N 
(headward-rightward-upward), and at times also 
O and P, may all be seen if the heart rate is 
sufficiently slow; otherwise, the later ones may 
fuse with the following systolic waves. They 
may be considered to be due to the mechanisms 
responsible for the third heart sound and gallop 
sounds, and one of them (usually N) may domi- 
nate in gallop rhythm and occur synchronously 
with the gallop sound. Typical ballistic “‘gallop 
waves” may be seen in heart failure and mitral 
or tricuspid regurgitation long before a gallop 
sound becomes actually audible. 

Small presystolic waves, caused by the atrial 
systole, have also been described, but do not at 
present represent any important diagnostic 
implications. 
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Principal Indications for Ballistocardiogram 
(Dock “Diagnostic’’ Type) 


HEART FAILURE, SUSPECTED, BUT CLINICALLY NOT 
DEFINITE 


Short of cardiac catheterization, ballistocardi- 
ography is at present the most sensitive objective 
method of screening patients for possible heart 
failure. This applies both to low-output failure, 
where venous pressure will be elevated only in 
relatively advanced cases of right heart failure, 
and to high-output failure, in which case both the 
venous pressure and circulation time may be 
normal. The abnormally large diastolic or H 
waves of the ballistocardiogram are probably 
caused by the high-pressure venous filling of 
either ventricle, which is the physiologic corner- 
stone of ventricular failure of any type. In pa- 
tients being digitalized, the ballistocardiogram 
allows the most practical objective estimation of 
the effect of the treatment. 


SUSPECTED CORONARY ARTERY DISEASE 


In this disease, ballistocardiogram is the most 
sensitive available diagnostic method, con- 
siderably more so than the so-called Master’s test. 
Even though it has been stated that ballisto- 
cardiogram may ‘“‘diagnose” heart disease where 
none exists, this has not been proved, and a num- 
ber of cases without clinical coronary disease, but 
with abnormal ballistocardiograms, who have 
been followed up subsequently, have developed 
definite clinical coronary disease significantly 
sooner than those with normal ballistocardio- 
grams. In cases where baseline ballistocardiogram 
is normal or borderline, repeat tracing after smok- 
ing adds greatly to sensitivity of the test, al- 
though in this case mild abnormalities probably 
have to be disregarded. After myocardial infarc- 
tion, the ballistocardiogram is the most accurate 
practical follow-up means of the functional im- 
provement of the myocardium. 
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SUSPECTED MYOCARDIAL DISEASE OF ANY ETIOLOGY 


This is similar to that described under coro- 
nary artery disease. In case of myocarditis, e.g., 
rheumatic fever, ballistocardiographic abnormal- 
ities remain longer than other signs of myocardial 
involvement and thus constitute again the most 
sensitive means of follow-up and healing. 

As in coronary artery disease, decreased am- 
plitude of the H-I and I-J segments, notching 
and other deformity of the main systolic waves, 
their fusion with one another, often in a “chaotic”’ 
manner, and abnormal respiratory variations, 
are the principal ballistocardiographic manifesta- 
tions of myocardial disease. Abnormally large 
diastolic waves, due to the often accompanying 
heart failure, also occur frequently. 


SUSPECTED MITRAL DISEASE 


When a patient with suspected mitral disease 
and definite symptoms and signs of pulmonary 
congestion has no abnormally large diastolic 
waves in his ballistocardiogram, the situation is 
practically pathognomonic of predominant mitral 
stenosis, particularly if H and/or I waves are 
notched, and it rules out any hemodynamically 
important mitral insufficiency. However, for this 
statement to be true, the tracings have to be 
taken at least in two directions (longitudinal and 
lateral). Also, large diastolic waves do not rule 
out predominant mitral stenosis, since they may 
be created in the right side of the heart. 


SUSPECTED AORTIC REGURGITATION 


In this condition the stroke output, and conse- 
quently the ballistocardiographic I-J wave, is in- 
creased even in the presence of heart failure. 
Since I-J in other types of heart failure (with the 
exception of the high-output failures) is either 
small or at most normal, a large I-J has differ- 
ential diagnostic value, especially when it is 
necessary to differentiate between aortic re- 
gurgitant and Graham Steell murmurs. 
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SUSPECTED CONSTRICTIVE PERICARDITIS AND ITS 
EQUIVALENTS 


In these diseases the ballistocardiogram, if re- 
corded in at least two directions (longitudinal 
and lateral) will reveal the early, forceful dias- 
tolic filling waves earlier than they can be heard, 
and at the same time allow their exact timing if 
taken simultaneously with an_ electrocardio- 
graphic lead (which should always be the case). 
It may thus be an important prognostic tool in 
tuberculous, “idiopathic,” bacterial, or other 
types of pericarditis that can result in constric- 


tive pericarditis. In cases of subendocardial 
fibroelastosis or tough myocardial fibrosis, the 
early, large and forceful diastolic filling waves will 
also have diagnostically confirmatory signifi- 
cance. 


The author is grateful to Dr. William Dock for his stim- 
ulation in this work. 


Physicians with a further interest in ballistocardiography, 
including the recording mechanism and its use in practice, 
are referred to the book Ballistocardiography by W. Dock, H. 
Mandelbaum and R. A. Mandelbaum, C. V. Mosby Com- 
pany, St. Louis, 1953. 


The Chromosomes of Man 


THE NORMAL DIPLOID complement of somatic 
chromosomes in man is 46. That is, all normal 
human tissues have a standard number of 23 
paired chromosomes. Recently, several studies in 
England have revealed an added chromosome 
(see figure at the right) in mongolism, Klinefelter’s 
syndrome and a few cases of acute leukemia. 
There is a known association of mongolism and 
leukemia in that the incidence of leukemia in 
mongols is four times the normal rate. 

The finding and confirmation by two inde- 
pendent groups of a chromosomal abnormality 
in mongolism and leukemia will not only stimu- 
late increased research on these disorders but also 
the application of the technique to other diseases. 
As stated editorially in The Lancet, “these are 
but the first fruit of a technical advance which 
May revolutionize human genetics.” (Lancet, 
1:715, 1959.) 
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Convulsive Seizures Caused by Phenothiazine Tranquilizers 


SIDNEY Q. COHLAN, M.D. 
Department of Pediatrics 

New York University—Bellevue Medical Center 
New York, New York 


THE ANTIEMETIC EFFECTS of the phenothiazine 
tranquilizers have been widely advertised as 
effective and essentially harmless agents for the 
treatment of nausea and vomiting in infants and 
children. The phenothiazine drugs most com- 
monly prescribed are prochlorperazine (Compa- 
zine) and chlorpromazine (Thorazine); others 
frequently used are promazine (Sparine) and 
perphenazine (Trilafon). These preparations 
afford symptomatic relief of vomiting due to a 
variety of causes by depressing the vomiting re- 
flex in the medullary vomiting center and blocking 
chemoreceptor emetic stimuli. 

With wide use of these drugs, a dramatic and 
frightening extrapyramidal convulsive syndrome 
is being increasingly encountered, manifested by 
opisthotonus, oculogyric crisis, torticollis and 
trismus. These seizures are of sudden onset, with 
simultaneous hyperextension of the neck and 
back. The head and eyes are violently turned to 
one side; the extremities are in alternate extreme 
hyperextension and flexion. Trismus, drooling 
and difficulty in swallowing may follow. These 
seizures may subside and recur several times over 
a 12-hour period. Neurologic examination, lumbar 
puncture, fundoscopic examination and EEG are 
within normal limits. The acute episode may be 
controlled by the use of anticonvulsant sedatives 
such as phenobarbital and paraldehyde. Cogen- 
tine (Benzotropine methane sulfonate) an anti- 
Parkinsonian drug, has also been reported to be 
useful. In all the reported cases, after drug ad- 
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ministration is discontinued, the seizures gradu- 
ally subside and there are no aftereffects. 


Misdiagnosis of Syndrome 


Since in most instances the prescribing physi- 
cian or consultant is unaware of this drug reac- 
tion, the extrapyramidal seizure syndrome has 
been variously misdiagnosed as bulbar polio- 
myelitis, meningitis, encephalitis, tetanus and 
brain tumor. 

In many cases, phenothiazine had been pre- 
scribed for vomiting occurring in the course of a 
childhood contagious disease. The seizure side 
effects in these cases have been regularly mistaken 
for a complicating encephalitis. In view of the ap- 
parent seriousness of the neurologic symptoms, 
these patients have been exposed to unnecessary 
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diagnostic and therapeutic procedures, with an 
increasing potential of iatrogenic morbidity. 
Several patients barely escaped tracheotomy be- 
fore the bulbarlike symptoms were recognized to 
be due te a previously administered phenothia- 
zine tranquilizer. In one case, the drug adminis- 
tration was increased to treat the drug-induced 
seizures. 


Maximum Dosages 


Alarming phenothiazine-induced seizures have 
been reported in infants and children from 6 
months to 13 years of age. In most instances, the 
dosage administered was greater than that now 
suggested by the recent downgrading of advised 
therapeutic dose ranges by the pharmaceutical 
companies. There is actually little controlled data 
on the minimum and maximum therapeutic dose 
range in infants and children. A recent report 
suggests the following individual doses of Com- 
pazine, administered every four to six hours, to 


FIGURE 2. Admission diagnosis in 24 reported cases of phe- 
nothiazine-induced seizures. 
Number of cases 


be an effective and safe therapeutic schedule: 


1. Oral—0.4 mg./kg. 
2. I.M.—0.1-0.2 mg./kg. 
3. Suppository —0.3-0.4 mg./kg. 


However, in several cases, typical seizures fol- 
lowed doses well within the maximum advised 
dose. Adverse reactions following minimum doses 
probably represent drug idiosyncrasy. 

Phenothiazine tranquilizers should therefore 
not be prescribed indiscriminately for the sympto- 
matic treatment of nausea and vomiting in child- 
hood. If their use seems indicated, minimal 
dosages should be prescribed and the physician 
and parents should be alert to signs of side effects. 

On the other hand, in a patient.with an alarm- 
ing nonspecific hypertonic seizure pattern, the 
possibility of phenothiazine toxicity should be 
carefully investigated. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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prepare articles for this regular GP department. 
This is the eighth of twelve from Cornell University. 


Acute Poisoning 


METHOD OF INVOLVEMENT 


Inhaled 
Ingested 
Contacted 


ft 


es 


gos 


i Lt | sO 


Practical Therapeutics 


The Emergency Treatment of Acute Poisoning 


GERTRUDE STERN, M.D. 


Cornell University Medical College 
New York Hospital 
New York, New York 


THE TWENTIETH CENTURY, and especially the 
years since the end of World War II, have seen 
great technical advances in industry. Thousands 
of new products have been developed for farms, 
homes, industry and medical treatment. These 
have increased farm yield, decreased work hours 
for housewives, increased income in industry, 
and given physicians new tools to deal with many 
illnesses; however, these same products used im- 
properly can be deadly poisons. The same insecti- 
cide that keeps crops insect-free can kill the 
farmer’s son should he accidentally ingest even a 
minute amount; and the same product that keeps 
a home free of roaches can kill an entire family if 
mistaken for edible material. Medication pre- 
scribed for one person can be taken by another 
person with suicidal intent, or can be mistaken 
for candy by a child. The American Medical 
Association has estimated that 250,000 toxie or 
potentially toxic trade name products are on the 
consumer market. 


Magnitude of the Problem 


During the course of a moderately busy medi- 
cal practice, a day seldom goes by without a call 
from a patient who has accidentally or inten- 
tionally ingested a potentially lethal substance. 
Although statistics on the incidence of acute poi- 
soning are not widely available, physicians are 
becoming increasingly aware of the problem. In 
an attempt to define the problem, it may be noted 
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that in 1953 poisoning was given as the cause of 
death in 5,883 cases in the United States. The 
magnitude of the problem is seen to be much 
greater when one realizes that 150 to 200 cases of 
poisoning are treated by a physician for every 
death, and that there are many more who re- 
ceive treatment from druggist, neighbors or 
friends, and who fortunately survive. 


Poison Control Centers 


In 1953 the first Poison Control Center was 
established in Chicago. Since then many large 
cities and some rural counties have established 
these centers which gather statistics on poison- 
ing, data on the toxicity of products, and in- 
formation on the treatment of poisoning. Most 
of these centers are available to the physician 24 
hours a day, and serve as an invaluable source of 
information to the doctor who cannot possibly be 
expected to know either the ingredients of the 
thousands of products now on the market or 
those that are potentially toxic. Some poison 
control centers maintain laboratories for the 
analysis of materials such as gastric washings, 
blood and urine to aid the physician in determin- 
ing whether a patient is actually suffering from 
poisoning should the diagnosis be unclear or the 
history unavailable. In addition, they offer ad- 
vice on the most recent treatment for the specific 
poisoning. Some offer treatment to the patient. 
All are supervised by physicians. 


Most Common Offenders 


Since the establishment of the poison control 
centers, we have come to know which materials 
are the most common offenders in poisonings. In 
March, 1956, Mellins and coworkers reported 
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the experience in Chicago between December, 
1953 and May, 1955. In this period, 1,033 cases 
of poisoning were seen in the emergency rooms of 
the hospitals participating in the program. In 
order of frequency the following materials were 
most commonly ingested—medicines, cleaning 
and polishing agents, pesticides, petroleum dis- 
tillates, turpentine and cosmetics. 

In September, 1956, Jacobziner reported the 
experience from the poison control center in New 
York City during 1954. Here again, drugs were 
by far the leading offenders, (47 per cent), with 
aspirin ranking first and barbiturates second. 
Household preparations constituted the second 
largest group, insecticides and pesticides the 
third, and cosmetics the fourth. In that series, 
petroleum distillates were included with house- 
hold products. In our own small series of cases 
seen at the New York Hospital-Cornell Medical 
Center since May, 1955 (184 cases with one 
death), drugs again were the most common of- 
fenders, followed by household products. The 
single largest offender in children is aspirin, and 
in adults barbiturates. We believe definitely that 
this is due to the great availability of both of 
these medications. In the United States, 9 mil- 
lion Ib. of aspirin are used yearly! 


Treatment 
PREVENTING FURTHER ABSORPTION 


Once the fact that a potentially toxic sub- 
stance has been inhaled, ingested or contacted is 
reported to a physician, his first concern should 
be to prevent further absorption of the toxin. If 
the poisonous material has been inhaled, the pa- 
tient should immediately be removed to the fresh 
air and respiration maintained until definitive 
treatment can be begun. If the toxic agent has 
contaminated the skin, the patient should be 
drenched with running water, which should be 
applied in a stream while the clothing is being 
removed. If the eyes are contaminated, they 


should be thoroughly irrigated with running 
water. If the poison has been injected (for exam- 
ple, snake or insect bite) a tourniquet should be 
applied proximal to the injection. 

The most common route of poisoning is, of 
course, by ingestion; and since the stomach does 
not ordinarily immediately absorb material that 
is placed in it, nor does it immediately empty it- 
self into the small intestine, every effort should 
be made to empty it of its contents. This can be 
achieved by gastric lavage or by the induction of 
vomiting. In certain instances vomiting is defi- 
nitely contraindicated. These are when the patient 
has ingested a corrosive poison such as a strong 
acid or alkali, if the patient is comatose, con- 
vulsing or unconscious, or if he has ingested a 
petroleum product. In all other instances of in- 
gestion of poisonous material, the doctor should 
advise that the patient be given a cup or more of 
milk and then be induced to vomit by placing a 
spoon at the back of the throat. When vomiting 
begins, the head should be placed lower than the 
hips to prevent aspiration of the vomitus. If 
vomiting does not occur promptly, valuable time 
should not be lost in seeking other methods of in- 
ducing it, but the patient should promptly be 
taken to a doctor. 

Once the patient is taken to a physician or a 
hospital, the first concern, while maintaining 
respiration and heart rate, is again to prevent 
further absorption of the poisonous material. 
This can be done by promptly aspirating and 
lavaging the stomach through a gastric tube. 


EMESIS AND LAVAGE 


For many years, since the gastric tube was first 
used to empty the stomach, it has been thought 
that there is no longer a place for the induction of 
vomiting either manually or by the use of emetic 
drugs. However, a recent article comparing the 
efficacy of lavage and emesis in the treatment of 
salicylate poisoning concluded that the latter 
was more effective in emptying the stomach of its 


Volume XXI, Number 2 GP 


| 


we 
4 pe 
sh 
oc 
ac 
sa 
lay 
inj 
| ha 
fo 
til 
pr 
by 
alt 
| 
| ge 
itt 
pl 
wl 
pa 
fle 
in 
yt 
| T 
w 
st 
re 
of 
m 
ck 
a to 
ec 


contents than the former. The authors further 
pointed out that ipecac in one large dose (15 cc.) 
was more effective in inducing emesis than in re- 
peated small doses. They also said that emesis 
should be induced even though it had already 
occurred spontaneously. In lavaging the stom- 
ach they showed that the largest amount of 
salicylate is removed by aspiration before any 
lavage material is placed in the stomach. Follow- 
ing initial aspiration, they advised that about 
half the maximal capacity of the stomach be used 
for each injection and aspiration of fluid. 

We advise that if the patient is seen within the 
time that emptying of the stomach can be useful in 
preventing further absorption of the ingested poi- 
son, he be induced to vomit either mechanically or 
by ipecac. If the vomitus is seen to contain all or 
almost all of the ingested poisonous material, no 
lavage is carried out. However, if the amount in- 
gested is unknown or does not appear in the vom- 
itus, we then aspirate and lavage the stomach 
through the largest gauge tube that can easily be 
placed in the stomach. When treating children, 
who usually cannot be induced to swallow a tube, 
the size is limited by the fact that the tube must be 
passed through the nose. The patient’s head is 
flexed slightly to prevent introduction of the tube 
into the trachea; the lubricated tube is then gently 
pushed through the nares into the posterior phar- 
ynx and then into the esophagus and the stomach. 
The position of the tube is checked by introducing 
air with a syringe and listening over the stomach 
with the stethoscope for the rush of air. The 
stomach is aspirated and then lavaged until the 
return material is clear. This generally requires 
1,000 to 2,000 ce. of fluid, depending on the size 
of the stomach and the proximity to the last 
meal. The position of the tube should be slightly 
changed at frequent intervals during the lavage 
to be sure that the entire stomach is emptied. 
The patient should also be turned from his back 
to one side and then to the other to facilitate 
complete emptying. 
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GERTRUDE S. STERN, M.D., poison control officer for New York Hospital, 
has come up through the ranks in both teaching and hospital appointments. 
A graduate of Long Island College of Medicine, Dr. Stern took both an 
internship and a residency at New York’s Beth Israel Hospital. In rapid 
order, she was a fellow in pediatrics, assistant pediatrician and pediatrician 
to outpatients and assistant attending pediatrician (her present post) at 
New York Hospital. At Cornell Medical Center, the American Board of 
Pediatrics diplomate has been both a fellow and instructor in pediatrics 
and is currently assistant professor of the department. 


Having removed as much toxic material from 
the stomach as possible, one should proceed with 
the definitive treatment, which, of course, de- 
pends upon the particular toxic material in- 
gested. It is self-evident that if shock is present 
this should be treated concomitantly with at- 
tempts to prevent further absorption of toxin. 


Treatment of Specific Poisoning 


It is impossible to discuss the treatment of poi- 
soning by all toxic materials, or even of all types 
of toxic materials, therefore, we will discuss the 
treatment of those poisonings that the physician 
is most likely to be called upon to treat. 


SALICYLATES 


Drugs are the most common cause of acute 
poisoning. Of all drugs, salicylates are the most 
widely available and the most common cause of 
poisoning. It is well known that so-called “candy 
aspirin” is the most common cause of acute poi- 
soning in children, both because of its good taste, 
and because many parents believe that because it 
is so widely prescribed it cannot be toxic, and 
therefore do not attempt to keep it out of reach. 
Since the toxicity of aspirin has become pub- 
licized in an attempt to make parents keep it ina 
safe place away from children, adults have be- 
gun to use aspirin as a means of suicide. 

Toxic Dosage. The estimated safe dose of aspi- 
rin is less than 0.15 to 0.2 Gm. per kilogram per 
day. It is noteworthy that 1 teaspoonful of 
methylsalicylate, or oil of wintergreen, is equiva- 
lent to 12 0.38-Gm. aspirin tablets. In the case of a 
small child who is febrile and is therefore being 
given aspirin therapeutically, a much smaller 
dose could cause toxicity, since in a state of de- 
hydration the drug may not be efficiently ex- 
creted. 

Sodium salicylate is ordinarily absorbed 
promptly. The peak blood level is reached in 
about one and one-half hours. Twenty per cent is 
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oxidized by the tissues, some is lost in the sweat, 
and 70 per cent is excreted in the urine over the 
next 15 to 30 hours. Acetylsalicylic acid is more 
slowly absorbed and methylsalicylate is even 
more slowly absorbed. Therefore the patient who 
has taken an overdose of aspirin should have the 
stomach emptied by emesis or lavage if he is seen 
within a few hours of ingestion. If the material 
ingested is methylsalicylate, emptying the stom- 
ach is worth while even a few hours later. Since 
the absorption of salicylates is increased by bi- 
carbonate, sodium bicarbonate should never be 
used in the lavage fluid. Water or saline should 
be used. 

The patient who has ingested salicylate may 
appear well for several hours after ingestion, and 
then become symptomatic. Therefore, unless the 
amount ingested was very small or completely 
recovered by emesis or lavage, further observa- 
tion and treatment should be undertaken. Blood 
should be obtained for salicylate level, COs, pH, 
sodium, potassium and chlorides. Urine should be 
examined for salicylates, and urine pH should be 
determined. A blood level of salicylates of 30 mg. 
per cent or more is considered to indicate toxicity, 
and a level of 50 mg. per cent indicates severe 
toxicity. 

While awaiting the results of the initial chem- 
istries, oral administration of fluids should be 
begun. If the initial chemistries are normal, the 
salicylate level in the blood is small, and if the 
patient is taking oral fluids well and voiding 
well, he may be observed for a few hours to be 
sure that he does not become symptomatic, and 
he may then be discharged from the doctor’s care. 

Significant E'ffects and Clinical Features. In the 
previously healthy person who has ingested and 
absorbed a toxic dose of salicylates, the first ef- 
fect is hyperventilation. This is said to be due toa 
direct stimulating effect on the respiratory cen- 
ter. As a result of hyperventilation, CO, is blown 
off in excess from the lungs, the blood CO, falls, 
and the blood pH rises somewhat. Initially then, 
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there is a phase of respiratory alkalosis. If the 
dose of salicylate absorbed is large, there is soon 
superimposed a phase of metabolic acidosis. This 
mixed phase is extremely difficult to diagnose 
without complete laboratory studies. The cause 
for the metabolic acidosis is unknown. It has been 
suggested that it is due to sodium and potassium 
loss caused by renal damage. However, it prob- 
ably is due to the accumulation of organic acid 
metabolites. Ketosis contributes to the acidosis 
in some cases, especially when dehydration or 
starvation’is present. 

Aside from the disturbances in acid base bal- 
ance, there are other significant effects and clini- 
cal features in salicylate intoxication. Vomiting is 
almost always present and may be due to a cen- 
tral effect as well as to local irritation. Salicylates 
first stimulate and then depress the central nerv- 
ous system. Excitement, disorientation, convul- 
sions, stupor and respiratory failure may all oc- 
cur. Some patients have headache, tinnitus, deaf- 
ness and vertigo. Profuse sweating is often seen, 
although the patient may have been afebrile prior 
to the ingestion. Mild fever may also occur. 
Bleeding occurs somewhat later. This is believed 
to be due to vasodilatation as well as to reduction 
in prothrombin. The reduction in prothrombin is 
believed to be mediated by the liver and is coun- 
teracted by vitamin K. One mg. of vitamin K is 
approximately enough to counteract 1 Gm. of 
salicylates. Death, when it occurs, is most often 
due to depression of the respiratory center. 

Specific Treatment. Specific treatment of a pa- 
tient who has absorbed a toxic dose of salicylates 
is begun by administration of fluids. These are 
needed to combat the effects of sweating and 
vomiting and to promote renal excretion of the 
drug. Fluids should be given parenterally if neces- 
sary. 

Because in most cases the concentration of 
body fluids is isotonic, the initial rehydrating 
fluid should be isotonic with respect to sodium. 
This fluid should also contain glucose to prevent 
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the ketosis of starvation. In alkalotic patients all 
of the sodium should be given as sodium chloride. 
In acidotic patients a fluid similar in composition 
to extracellular fluid with respect to sodium, 
potassium and bicarbonate should be used. A 
patient should probably be treated with bicar- 
bonate if his blood sample shows a low pH (be- 
low 7.15). Large amounts of lactate or bicarbon- 
ate are unnecessary and unwarranted, since the 
dominant tendency of these patients is to recover 
through a phase of alkalosis with a low pCO». 

The amount of sodium bicarbonate to be given 
cannot be determined by theoretic calculations. 
Often it is satisfactory to give 2 to 4 millimols per 
kilo of sodium stat and to repeat the determina- 
tion of the blood pH and plasma CO, content be- 
fore more bicarbonate is given. The CO, should 
never be acutely raised to normal, since severe 
alkalosis will then occur because of the continuing 
hyperventilation, which is one of the last symp- 
toms to disappear. Following restoration of extra- 
cellular fluid volume and resumption of normal 
renal function, potassium deficit should be care- 
fully replaced if present. In addition to vitamin 
K, vitamin C should also be given to minimize the 
hemorrhagic tendency. 

Depression of the respiratory center with drugs 
to combat hyperventilation is unnecessary and 
actually contraindicated since the pH of the 
blood of these patients is not greatly elevated, 
and tetany in salicylism most often occurs as a 
result of previous inappropriate treatment with 
alkalizing salts. 

By maintaining the extracellular fluid volume, 
the renal excretion of salicylates is aided. It is 
well known that the rate of renal excretion of 
salicylates is greater in an alkaline urine. How- 
ever, the administration of large amounts of bi- 
carbonate, or the use of Diamox to cause an 
alkaline urine is not recommended, since both 
these measures tend to increase the acid-base 
imbalance. In severe cases the use of extra- 
corporeal dialysis can be useful in ridding the pa- 
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tient of salicylates. At the New York Hospital 
we successfully treated a 2-year-old child who 
had been admitted to another hospital with a 
two-day history of vomiting and a 24-hour his- 
tory of hyperventilation. The salicylate level 
was 61.8 mg. per cent. The patient was treated 
with appropriate intravenous fluids. However, 
he remained in coma. He was therefore trans- 
ferred to the New York Hospital after 24 hours. 
Here he was treated with extracorporeal dialysis. 
The postdialysis salicylate level was 13.2 mg. 
per cent. The patient remained lethargic for 
about 24 hours after the dialysis and then 
rapidly became entirely well. If extracorporeal 
dialysis is not available, exchange transfusion 
or peritoneal lavage may be effective in remov- 
ing salicylates. 

Complications such as pulmonary edema 
should be treated with oxygen, digitalis and 
aminophylline. Morphine, which is a respiratory 
depressant, should not be used. Respiratory 
depression which, as stated before, is the most 
common cause of death, should be treated with 
artificial ventilation in an atmosphere of oxygen 
with a controlled amount of carbon dioxide. 


BARBITURATES 


Barbiturates are one of the leading causes of 
acute poisoning. They are widely prescribed for 
their well-known and dependable therapeutic 
effects, and are, therefore, available to large 
numbers of people. The lay public is aware of the 
hypnotic and sedative effects of barbiturates, 
and they, therefore, rank high on the list of 
suicidal agents. In addition, because of their 
wide availability, they are often accidentally in- 
gested by children. It is estimated that 15,000 
patients are hospitalized each year for barbitu- 
rate poisoning. The reported mortality rate varies 
from 5 to 15 per cent. The incidence is higher in 
urban communities and among women. All of 
the barbiturates in clinical use may cause poison- 
ing. Although there are differences in the lethal 
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dose of the various barbiturates, five to ten times 
the oral hypnotic dose will usually cause poison- 
ing, while ten to 15 times the hypnotic dose may 
cause death. In general, about 3 Gm. of short- 
acting barbiturates and 5 Gm. of long-acting 
barbiturates, if completely absorbed from the 
gastrointestinal tract, are considered potentially 
lethal. Alcohol intoxication, which often accom- 
panies barbiturate intoxication, potentiates the 
latter. 

Intoxication. The symptoms of barbiturate in- 
toxication may be classified as mild, moderate or 
severe, and therapy depends somewhat on the 
degree of intoxication. In the case of mild intoxi- 
cation the patient complains of lassitude, vertigo 
and headache. There is slurring of speech, nausea, 
diarrhea and emotional instability. The patient 


‘is drowsy, but is easily roused by manual stimu- 


lation. His response to questions is slow and 
confused. There may be hallucinations, delirium 
and excitement. There is depression of the super- 
ficial skin reflexes and occasional hyperpyrexia. 
There are minor changes in respiration, pulse 
rate and blood pressure. The pupils are of normal 
size although there is difficulty in accommoda- 
tion and transient nystagmus. In moderate in- 
toxication the patient is semicomatose. He can 
be aroused by vigorous manual stimulation, but 
if left alone will lapse back into coma. He is con- 
fused and unable to answer questions intelli- 
gently. There is marked dysarthria. The deep 
tendon, corneal and gag reflexes are depressed. 
There is hyperpyrexia or hypopyrexia. Respira- 
tions are slow but not shallow; the blood pressure 
is lowered and the pulse rate is slightly increased. 
The pupils are normal in size and react to light. 
However, there is constant nystagmus. In severe 
intoxication the patient is deeply comatose. He 
does not respond to manual stimulation nor even 
to intravenous Metrazol. The deep tendon, 
corneal and gag reflexes are absent or markedly 
depressed. Occasionally there is a positive Babin- 
ski reflex. The urine is scanty; the skin is moist. 
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There is occasional cyanosis and/or pulmonary 
edema. There may be hyperpyrexia or hypo- 
pyrexia. Respirations are slow, shallow and jerky. 
The pulse is weak and rapid. The blood pressure 
is lowered, and there may be peripheral collapse. 
The pupils are constricted and unresponsive to 
light. However, if anoxia is severe the pupils are 
dilated. 

It is obvious that when there is no reliable 
history of barbiturate intoxication, the coma due 
to severe barbiturate intoxication must be dif- 
ferentiated from uremia, diabetic coma, alco- 
holism, cerebrovascular accident, meningitis and 
epilepsy. A chemical analysis of gastric contents, 
blood or urine should be made if the diagnosis is 
in doubt. 

In mild or even moderate intoxication, proper 
supportive measures alone will insure recovery. 
Since considerable quantities of narcotics may 
remain in the stomach for hours after ingestion, 
gastric lavage is indicated. Special care should be 
taken to prevent aspiration of gastric contents. 
A patent airway must be maintained, and secre- 
tions should be removed from the tracheo- 
bronchial tree. Fluid intake should be main- 
tained either orally or intravenously to insure 
proper renal function and excretion of the prod- 
ucts of metabolism of the barbiturate. 

In the deeply comatose patient, the first con- 
sideration is the maintenance of a patent airway. 
When pharyngeal and laryngeal reflexes are 
diminished or absent, the patient should be 
intubated with an endotracheal tube by an 
anesthesiologist, if possible. The trachea should 
then be frequently aspirated to remove secre- 
tions. The endotracheal tube is removed when 
pharyngeal and laryngeal reflexes and muscle 
tone return. Since damage to the vocal cords 
may occur if the tube remains in place too long, 
tracheotomy should be considered if intubation 
is required for longer than three days. Oxygen 
should be administered at the rate of 4 to 61. 
per minute. Apnea, shallow respiration, hyper- 
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capnia, or duskiness of the skin, nail beds or 
lips, indicate the need for artificial respiration. 
If artificial respiration is necessary blood pH 
and CO, should be measured so that if alkalosis 
or acidosis due to hyper- or hypoventilation 
occurs, it may be promptly treated. 

Once the patient is intubated, gastric lavage 
may be performed without fear of aspiration of 
stomach contents. This should be done if the 
patient is seen within several hours of ingestion 
of the poison. 

An intravenous infusion should be started 
promptly. An adult should receive 2,500 cc. of 
5 per cent glucose in water and 500 cc. of 5 per 
cent glucose in physiologic saline every 24 hours. 
If shock is present, plasma or whole blood should 
be given. The blood pressure should be main- 
tained by the use of vasopressor drugs such as 
neo-synephrine (10 mg. in a liter of 5 per cent 
glucose in water) or 1-norepinephrine (4 mg. in 
a liter of 5 per cent glucose in water). Small 
amounts of potassium salts may be indicated 
after the first day of intravenous therapy if 
urinary output is adequate. 

Distention of the urinary bladder should be 
prevented, if necessary, by the insertion of an 
indwelling catheter. Antibiotic therapy should be 
started promptly to prevent pulmonary and 
other infections. The lips and eyes should be 
lubricated to prevent damage. 

Supportive Therapy. There is considerable 
controversy as to whether analeptic drugs such 
as picrotoxin or Metrazol should be administered 
to patients suffering from barbiturate intoxica- 
tion. Their purpose is said to be to restore and 
maintain reflexes, involuntary movement and 
responsiveness to pain. Certainly they should 
never be used instead of supportive measures. 
Even when given in conjunction with supportive 
measures, their usefulness has been questioned. 
Occasionally even small doses of analeptics may 
cause convulsions. This is especially true when 
anoxia is present and irreparable brain damage 
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may be caused by further increasing the cerebral 
oxygen demand. Analeptics may also hasten 
destruction of cells already damaged by lack of 
oxygen by further increasing their metabolism. 
Vomiting with the danger of aspiration of stom- 
ach contents is another complication of the use of 
analeptics. Stimulant drugs may also cause 
cardiac arrhythmias. Since abnormalities of 
cardiac rhythm may occur in barbiturate poison- 
ing even without the use of analeptics, these 
drugs should be used very cautiously, if at all. 
After reviewing the available evidence, Ecken- 
hoff and Dam in 1956 concluded that supportive 
therapy alone is the treatment of choice in 
barbiturate poisoning. Since then, two new drugs 
have been introduced in Europe for the treatment 
of barbiturate poisoning. They are Megimide 
(beta, beta-methyl-ethyl-glutarimide) and DAPT 
(2,4, diamino-5-phenylthiazole HBr or HCl). 
Megimide is said to be a direct barbiturate 
antagonist which brings the patient from a state 
of deep barbiturate coma into a state of light 
anesthesia. DAPT is claimed to be a mild 
barbiturate antagonist and a respiratory stimu- 
lant. In 1955, A. Schulman and colleagues re- 
ported their experience with the use of Megimide 
(NP 13) and DAPT in the treatment of bar- 
biturate intoxication. In addition to general 
supportive treatment as outlined above, a 0.5 
per cent solution of Megimide and a 1.5 per cent 
solution of DAPT is prepared. A 5 per cent glu- 
cose in water infusion is started. By means of 
two separate 20-cc. syringes, every three to five 
minutes, 1 ec. of DAPT solution followed im- 
mediately by 10 cc. of NP 13 solution are in- 
jected into the rubber tubing of the drip. The 
patient’s response after each injection is care- 
fully evaluated—pulse, blood pressure, respira- 
tions, muscle tone, reflexes (deep tendon, laryn- 
geal, pharyngeal), eye signs, presence of voluntary 
movements are noted. The state of peripheral 
circulation is also evaluated. The injections are 
continued until the patient is brought to a “safe 
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state’’—that is, the tone and reflexes have re- 
turned. Treatment usually takes about two hours 
in a deeply comatose patient. A total dose of 200 
ec. of NP13 and 20 cc. of DAPT is usually ade- 
quate. No attempt should be made to awaken 
the patient. Recovery to full consciousness usu- 
ally takes about eight hours. The authors sug- 
gest that an emergency tray containing 2.5 per 
cent thiopentone sodium be kept on hand in case 
the patient should show idiosyncrasy to the spe- 
cific drug and begin to convulse. Convulsions are 
apparently less common when DAPT is used with 
Megimide than when the latter is used alone. In 
this country these drugs have not been widely 
accepted, although several studies of their use 
have been made. 

Hemodialysis. In recent years hemodialysis has 
been found to be a valuable aid in the treatment of 
certain acute poisonings. Schreiner has recently 
reviewed eight years’ experience with hemodialysis 
for acute poisoning. Barbiturates are among the 
dialysable poisons, and he gives the following 
indications for dialysis in this condition: (1) 
progressive deepening of anesthesia or deteriora- 
tion of the clinical state (severe hypopnea, are- 
flexia, shock, cyanosis); (2) known ingestion of a 
potentially fatal dose if it has been more or less 
completely absorbed; (3) a blood barbiturate 
level in the potentially fatal range (2.5 mg. per 
100 ml. for short-acting and 8 mg. per 100 ml. 
for long-acting drugs), (4) the development of 
severe complications such as hyperpyrexia or 
pneumonia, or the coexistence of a medical con- 
dition increasing the hazards of prolonged coma. 
Hemodialysis gives the most dramatic results in 
patients poisoned with long-acting drugs such as 
barbital and phenobarbital. It is possible to ob- 
tain up to 40 per cent of the known ingested dose 
in the dialysis bath. In short-acting drugs the 
rate of removal is slower and only about 20 per 
cent is usually recovered; therefore, the dialysis 
may have to be continued for longer than the 
usual six hours. At the New York Hospital- 
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Cornell Medical Center we have used supportive 
therapy and hemodialysis for the treatment of 
barbiturate poisoning. As our experience with the 
artificial kidney in this and other conditions has 
increased, we have used it earlier in the course of 
treatment. Since May, 1955 we have treated 32 
patients with barbiturate intoxication. We have 
used the artificial kidney twice. There has been 
one death. This was in a patient who was mori- 
bund on arrival and who was dead before dialysis 


could be begun. 


LYE 


Household preparations are second only to 
medications in causing poisonings in the United 
States. One of the most widely prevalent house- 
hold products used as an oven cleaner and opener 
of stopped drains is lye. Lye is chiefly sodium 
hydroxide with small amounts of sodium car- 
bonate. Sodium hydroxide is, of course, extremely 
corrosive to living tissue, and causes immediate 
severe pain in the mouth and throat upon at- 
tempted ingestion. One wonders how any lye does 
reach the esophagus to cause severe damage and 
subsequent stricture. As a matter of fact, so much 
pharyngeal spasm may be provoked by attempts 
to swallow lye that the material is promptly 
expelled and only the oropharynx and mouth 
are injured. Nevertheless, in untreated patients, 
25 to 50 per cent will have severe esophageal 
strictures. Damage to the stomach is less frequent 
and less severe, presumably because of the neu- 
tralizing action of the hydrochloric acid present 
in the gastric juice. 

Treatment. The primary concern of the phy- 
sician who treats a patient who has ingested lye 
is to combat shock, if present; maintain a patent 
airway by tracheotomy if the epiglottis or 
larynx has become edematous, and, equally im- 
portant, to initiate therapy that is most likely to 
prevent or minimize future esophageal stricture. 
Passing a Levin tube through the esophagus fol- 
lowing a lye burn is difficult because of edema, 
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and carries with it the danger of perforation of the 
esophagus and subsequent mediastinitis. How- 
ever, many authorities believe that if the patient 
is seen within the first hour after ingestion, the 
edema is so minimal that a tube should be passed 
in order that the stomach can be lavaged. The 
tube should be small, well-lubricated and plastic 
so that it can be left in place and used for feed- 
ing the patient. The patient should also be given 
orange juice or milk orally initially to wash down 
any lye remaining in the esophagus. The acute 
inflammatory process in the esophagus after 
severe burns takes four to seven days. Edema 
begins to subside after the third day and slough- 
ing subsides after the fifth day. Stricture forma- 
tion starts about the fifteenth day after the in- 
gestion of lye as the collogen fibers begin to con- 
tract. Prevention of strictures and treatment of 
stricture, once it has occurred, has generally been 
by esophagoscopy followed by bougienage. It has 
often been necessary to carry on bougienage for 
many years following the acute poisoning. Au- 
thorities in this field disagree as to when initial 
esophagoscopy and dilatation should be per- 
formed. Some believe that there is no harm in 
delaying until the tenth day, since stricture for- 
mation does not occur early. Other authorities 
believe that dilatation should be begun on the 
third day when the gastric tube is removed. 
Regardless of which regime was followed, many 
unfortunate patients had to receive unpleasant 
and often painful treatment for years. Recent re- 
ports indicate that early therapy with steroids 
prevents esophageal strictures. 

Ray and colleagues reported the treatment of 
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11 patients with burns of the esophagus (seven of 
them severe). Ten patients were seen early and 
promptly treated with cortisone. Duration of 
treatment varied from seven to 30 days, since the 
optimum treatment for this condition is not yet 
known. None of the ten patients treated early de- 
veloped strictures. Cortisone treatment must, of 
course, be accompanied by the administration of 
antibiotics and by general supportive and symp- 
tomatic therapy. Esophagrams should be made 
prior to the patient’s discharge if inability to 
swallow has been present at any time during the 
course of treatment. These patients should be fol- 
lowed carefully so that delayed occurrence of 
stricture can be detected and treated as soon as it 
occurs. 


Conclusions 


Since acute poisonings are becoming more 
frequent, every physician should be familiar with 
the general measures necessary to maintain life 
in the acutely poisoned patient. It is impossible 
for any physician to be familiar with the ingre- 
dients of all the potentially toxic products avail- 
able on the consumer market. It is also impos- 
sible for the physician to know the specific 
treatment for every poison. He should therefore 
be acquainted with the sources of this information, 
such as the local poison control center. He should 
also have immediately available an up-to-date 
handbook on poisoning. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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Pulmonary Manifestations in Rheumatoid Disease 


SOL KATZ, M.D. 
Associate Medical Editor, GP 


THE TERM rheumatoid disease more accurately 
expresses the widespread nature of organ involve- 
ment seen in this disorder than does rheumatoid 
arthritis. Visceral manifestations may not be 
recognized because of clinical silence even in the 
presence of overt pathologic findings and because 
the articular lesions are so dominant. At times, 
however, the signs and symptoms due to pul- 
monary involvement may be severe and the 
cause of a great deal of morbidity and even 
mortality. 

Usually the joint manifestations are present 
for a considerable period before the pulmonary 
lesions appear. However, in some cases the pul- 
monary and joint findings occur concurrently. 
Reactivation of joint symptoms may announce 
an exacerbation of the pulmonary process. A 
strikingly high incidence of an allergic back- 
ground has been noted. Urticaria or allergic re- 
actions to drugs has had more than a coinci- 
dental incidence. Hypersensitivity at the tissue 
level has been suggested as the cause of the 
visceral lesions in rheumatoid disease. 

Microscopic examination of lung biopsies re- 
veals thickening of the alveolar septa and inter- 
stitial tissue due to increased vascularity, fibrosis 
and cellular infiltration. The alveolar lining cells 
may be hyperplastic and the alveolar spaces ap- 
pear distorted and elongated. There is often an 
organizing pneumonitis with the alveolar spaces 
filled with an admixture of a mucinous exudate 
fibrin, monocytes and macrophages. Connective 
tissue proliferation is seen in the pleura and blood 
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vessels as well as in the peribronchial and per- 
ivascular areas. 

The roentgen appearance is variable. There 
may be a delicate or coarse linear reticulated 
pattern; or the densities may be finely or gross- 
ly nodular, either evenly distributed or more 
marked in the mid- and lower lung fields. The 
densities may be fluffy and patchy resembling 
viral or bacterial bronchopneumonia. Small 
pleural effusions are perhaps the most frequent 
roentgen finding. 

It is apparent that the roentgenologic appear- 
ance of the lungs in rheumatoid disease is not 
specific. However, in rheumatoid arthritis, the 
presence of one of the roentgen patterns de- 
scribed should suggest the rheumatoid lung. 


Diffuse pulmonary lesion representing rheumatoid lung in a 
patient with severe rheumatoid arthritis. 
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Surgical Glove Powder Peritonitis 


OCCASIONAL inflammatory reactions to surgical 
dusting powders employed to facilitate the draw- 
ing on of surgical gloves have been reported. With 
the advent of starch powder as a dusting agent it 
was hoped that this problem would be eliminated. 
Maggs and Reinus report on a case in which 
cholecystectomy and common duct exploration 
was followed by a severe peritoneal inflammatory 
reaction approximately six weeks later. As a re- 
sult of the severity of the process, steroid therapy 
was instituted with an immediate regression of 
symptoms. The anti-inflammatory effect of the 
steroids appears to have been the decisive factor 
in the patient’s recovery. 

Any powder implanted in a wound will act as 
a foreign body, stimulating an inflammatory re- 
sponse as long as it remains in the body. Starch 
is apparently no exception. The intensity of the 
inflammatory reaction produced is variable, de- 
pending mostly on the size of the particle im- 
planted and the time required for absorption. 
Clumps, which are particularly slow in being ab- 
sorbed, constitute the major hazard. It is appar- 
ent that glove powder, regardless of type, must 
be kept out of surgical wounds. This is easily ac- 
complished by washing the gloves immediately 
prior to starting surgery. The use of either wet 
gauze or the wash basin will prove mostefficacious 
in this endeavor. (Am. J. Surg., 98:111, 1959.) 


Surgical Anomaly of Kerckring’s Valves 


SHAFIROFF AND BARON present an unusual case 
of intraluminal small bowel obstruction due to 
congenital maldevelopment of Kerckring’s valves. 
In this study the patient, a 50-year-old male, 
underwent exploratory celiotomy and intestinal 
resection as a result of acute small intestinal 
obstruction due to giant hypertrophy of the 
valves of Kerckring. The Dutch anatomist 
Thomas Theodore Kerckring has been credited 
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with the first authoritative description of the 
valves of the small intestine. Kerckring’s valves, 
also known as the valvulae conniventes or as the 
plicae circulares, rarely have been associated 
with pathology of the small intestine. However, 
in the case under discussion, intestinal obstruc- 
tion was brought on by a rigid stenotic valve 
against which was pressed an impacted bolus of 
food. A partially sealed perforation was present 
in close proximity to the stenotic valve. In addi- 
tion to the clinical case report, an anatomic 
examination was made of the valves of the small 
intestine of 42 adult cadavers and ten full-term 
stillborn babies. The number of valves, size, type 
of valve and other relationships were studied. 

Kerckring’s valves were found only in the small 
intestine, each valve consisting of a reduplication 
of two folds of mucosa held in apposition by sub- 
mucosa. The free margin of the mucosal fold 
projects into the bowel lumen and receives blood 
vessels, lymphatics and nerves via the supporting 
submucosa. The intestinal valves appear first in 
the descending portion of the duodenum, are 
distributed throughout the entire jejunum and 
then gradually regress and disappear within the 
proximal two-thirds of the ileum. Seven speci- 
mens had well-formed valves throughout the 
entire ileum to the junction with the cecum. 
Maximum height of the valves was obtained in 
the duoden-jejunum where they reached a height 
of 4 mm. to almost 1.0 cm. Three types of intes- 
tinal valves were identified, the circular valve, 
the longitudinal valve and the spiral valve. Re- 
gardless of form, these valves are soft and non- 
occlusive but may become stenotic due to fibrous 
degeneration or malignant involvement. 

Functionally, the valves retard the rapid 
propulsion of food through the small intestine and 
provide an increased digestive surface for absorp- 
tion. In the normal state the intestinal valves 
when coated with barium produce a characteris- 
tic herringbone type shadow on radiograms. 
(Ann. Surg., 149:486, 1959.) 
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Strangulated Femoral Hernia 


FEMORAL HERNIA constitutes herniation through 
the femoral ring, which is bounded laterally by 
the femoral vein, anteriorly by the inguinal liga- 
ment, medially by the lacunar ligament and 
posteriorly by the superior ramus of the pubis, 
covered by Cooper’s ligament. Of the common 
hernias, femoral hernia is the most likely to be- 
come acutely incarcerated and subsequently 
strangulated. This situation occurs in nearly 10 
per cent of all femoral hernias, and is explained 
anatomically by the vertically downward path 
which the sac and its contents must travel, and 
the narrow, rigidly bounded femoral ring through 
which it must pass. The present report by Rogers 
concerns 170 cases of strangulated femoral hernia 
with emphasis on factors influencing mortality 
and evaluation of methods of surgical treatment. 

Femoral hernia occurs twice as frequently in 
females as in males, and twice as often on the 
right side as on the left. The majority of femoral 
hernias occur in the fourth, fifth and sixth dec- 
ades, although the defect is known at every age. 
The majority of patients with strangulated 
femoral hernias have prior knowledge of the de- 
fect. In the present series of 170 patients, 105 
gave a positive history. In this group there were 
12 deaths, most of which would have been pre- 
vented by elective repair of the hernia. A mass in 
the femoral region is the most important single 
physical finding and all hernial sites should be 
routinely examined when vomiting and intestinal 
colic suggest a diagnosis of intestinal obstruc- 
tion. 

The most important single factor producing 
mortality is delay in diagnosis and treatment. 
The over-all mortality in this group of 116 fe- 
males and 54 males was 18 per cent. The mor- 
tality rate was 8.3 per cent in patients diagnosed 
in less than 24 hours, but in 17 patients where 
diagnosis was delayed over 24 hours, there were 
eight deaths for a 47 per cent mortality. Delay in 
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reaching surgery is sometimes occasioned by time 
required for partial replacement of fluid and 
electrolytes lost through vomiting. The average 
mortality in 16 series of cases with gangrenous 
bowel since 1900 is 54 per cent. In the present 
series 35 small bowel resections resulted in nine 
deaths. The majority of patients were treated by 
release of the incarcerated viscera and repair of 
the lesion. Only four patients were in such critical 
condition that release of the viscera only was 
done with no attempt at repair. In this group 
there was one fatality. Over 60 operative tech- 
niques have been described for the management 
of femoral hernia. The one recommended by the 
author is Cheatle-Henry extraperitoneal or retro- 
pubic approach, which he believes provides un- 
usually good exposure of the femoral canal from 
above. Elective repair of all femoral hernias is 
advised. (Ann. Surg., 149:9, 1959.) 


Tuberculosis Vaccination 

THE BRITISH report a Medical Research Council 
trial of BCG vaccine. Some 56,700 school chil- 
dren in urban or suburban England took part. 
They had volunteered, with their parents’ con- 
sent, for vaccination in 1951 and 1952. The pres- 
ent report is a complete five-year follow-up on the 
efficiency of BCG in reducing the rate of tuber- 
culosis infection. 

The results indicate that during the five-year 
period the incidence of tuberculosis in the BCG- 
vaccinated group was 0.38 per 1,000 participants, 
compared with 2.29 cases per 1,000 of the tuber- 
culin-negative unvaccinated group. The reduc- 
tion in tuberculosis due to vaccination is thus 83 
per cent. 

The children were vaccinated between the ages 
of 13 and 14 years to convey maximum protection 
during the susceptible period of ages 17 to 25. 
The duration of the protection is stil] under study, 
but the five-year results are unequivocal. (Brit. 
Med. J., 2:5149, 1959.) 
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Mitral Stenosis 


DONALD REVIEWS the disturbances in pulmonary 
function in mitral stenosis which usually bring 
the patient to the physician. It is of interest, as 
the author suggests, that the patient is not aware 
of abnormal blood flow or changing vascuiar pres- 
sure, but rather the onset of shortness of breath, 
particularly with effort. The causes of this venti- 
latory discomfort are the increased volumes of 
air ventilated and the increased work necessary 
to shift the air in and out of the chest. The ex- 
ercise hyperventilation of patients with mitral 
stenosis is a well-recognized clinical phenomenon 
but one which is poorly understood. Similarly, 
the classic concept that lung rigidity is increased 
in left heart disease due to pulmonary congestion 
is accepted generally, but little progress has been 
made in the exact mechanisms of the reduction 
of pulmonary compliance. The effects of mitral 
valvulotomy are such that the obvious clinical 
improvement does not correlate sufficiently with 
physiologic measurements to permit an analysis 
of these pulmonary disturbances in mitral heart 
disease. (Prog. Cardiovasc. Dis., 1:298, 1959.) 


Coronary Risk 
KATZ AND PICK review the present status relating 
elevated blood cholesterol to atherogenesis. The 
important factor, besides the serum lipid change, 
which may in itself be a secondary manifestation, 
is the absence of obesity and hypertension. This 
was studied epidemiologically in the Framing- 
ham, Mass. survey which showed that the risk of 
men between ages 45 and 62 years with ‘“‘normal”’ 
serum cholesterol levels to develop coronary heart 
disease was 1.7 per cent in four years. When the 
mean serum cholesterol level was above 260 mg. 
per cent, the incidence of new coronary disease 
increased to 8 per cent and the additional factor 
of hypertension increased the incidence of new 
cardiovascular disease during the period observed 
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to 14 per cent (see figures below). Insurance fig- 
ures have also indicated the role of obesity in 
coronary disease. Katz and Pick conclude that, 
since the three most closely related factors which 
increase likelihood of coronary disease—obesity, 
hypertension and_hypercholesterolemia—are 
amenable to therapy, atherosclerosis, in this 
sense, is a reversible process. (Heart Bull., 8:82, 
1959.) 


1.7 per cent 
Cardiovascular 
disease 
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Carcinoma of the Pancreas 


CARCINOMA OF THE PANCREAS accounts for 1 per 
cent to 4 per cent of all cancers and shows a 
somewhat higher incidence in males than in fe- 
males. 

In a review and critical study of 100 cases, 
Gullick included 69 patients in whom the diag- 
nosis had been established by post-mortem ex- 
amination and 31 patients in whom the diagnosis 
was made at operation with biopsy of the pan- 
creas or biopsy of metastatic lesions secondary to 
an obvious pancreatic neoplasm. The age inci- 
dence in the series is shown in Figure 1. The ana- 
tomic location of the tumors, for purposes of de- 
scription, was subdivided into three categories as 
shown in Figure 2. 

Table 1, as reproduced from the original article, 

shows the incidence of the major symptoms at 
the time of admission to the hospital of 91 pa- 
tients. In six other patients, historic data were 
insufficient, and in the three remaining patients, 
there had been a protracted course of illness that 
suggested a background of chronic pancreatitis 
upon which carcinoma of the pancreas had fi- 
nally developed. 

Not shown in the table is the incidence of emo- 
tional and behavior disturbances. These are rela- 
tively frequent in patients with carcinoma of the 
pancreas, and in at least six patients in Gullick’s 
series, a diagnosis of psychoneurosis was consid- 
ered before the true organic nature of the illness 
was ascertained. 

There were other patients who exhibited ab- 
normal behavior after the diagnosis had become 
evident. The emotional disturbances took the 
form of insomnia, restlessness, anxiety, rage, de- 
pression and even suicidal tendencies. 

Table 2 shows the physical findings of 97 pa- 
tients (the three patients whose illness ran a pro- 
tracted course are not included). One other fea- 
ture, not shown in the table, was the occurrence 
of venous thromboses during the natural course 
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of carcinoma of the pancreas. The incidence for 
that complication was 27.6 per cent in tumors of 
the head, and 50 per cent in tumors of the body 
and tail. 

Although they contributed relatively little to 
an understanding of the diagnosis in the 100 pa- 
tients of this series, certain laboratory findings 
frequently were abnormal. About one-third of the 
patients had a hemoglobin value of less than 12 
Gm. per cent. Anemia of severe degree was ob- 
served only in tumors of the head of the pancreas. 
Lowered values for serum protein were recorded 
in about two-thirds of the patients in whom that 
study was performed. Tests for occult blood in 
the stool were positive in about one-half of the 
patients. 

X-ray examination of the upper gastrointes- 
tinal tract provided information of at least sug- 
gestive diagnostic importance in 50 per cent of 
the patients in whom that study was performed. 
Gullick notes that carcinoma of the head of the 
pancreas may displace the stomach forward, up- 
ward, or to the left, or may cause pyloric obstruc- 
tion, deformities of the duodenal cap, or irregu- 
larity or displacement of the duodenal loop. In 
carcinoma of the body and tail of the pancreas, 
the most common finding is forward displacement 
of the stomach and duodenum. Barium enema 
examination was seldom done (20 patients) but 
can be expected to show some type of abnormal- 
ity in about 20 per cent of cases (usually en- 
croachment on the transverse colon or splenic 
flexure). 

Judging from the experience in this series of 
100 cases, the likelihood of making an early diag- 
nosis of carcinoma of the pancreas is not great. 
Figure 3 shows the percentages of cases in which 
a diagnosis of carcinoma of the pancreas was con- 
sidered. Such difficulties in diagnosis account in 
large part for the fact that the median survival 
time for all patients in this series was about six 
months from the time of onset of symptoms. 
(Medicine, 38:47, 1959.) 
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FIGURE 1. Age incidence in 100 cases of carcinoma of the 


pancreas. 


o——_—— Body and tail—26 cases 


Untlassified—9 cases 


Head—65 cases 


FIGURE 2. Anatomic location of tumor in 100 cases of car- 
cinoma of the pancreas. 
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FIGURE 3. Percentages of cases in which the diagnosis of car- 
cinoma of the pancreas was considered preoperatively or pre- 
terminally in 100 cases. 
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SYMPTOMS 


Number of Patients 
63 22 7 91 
Symptoms Body Unclas- 
Head and tail sified Total 
Per Cent Incidence ......... 
Abdominal pain ............ 76.2 96.0 85.7 83.5 
72.6 72.7 71.4 72.6 
71.0 13.6 30.0 53.8 
40.3 72.7 51.4 49.4 
40.3 41.0 42.9 40.7 
Weakness and fatigue........ 41.9 45.4 14.3 40.7 
32.3 18.2 30.0 28.6 
29.0 22.7 14.3 26.3 
19.4 18.2 14.3 18.7 
19.4 13.6 14.3 17.6 
Fuliness after eating......... 17.7 9.1 14.3 15.4 
Back pain....... 13.0 22.7 14.3 15.4 
6.3 27.3 25.0 13.2 
Fatty food intolerance. ....... 65 0 44 
Initial symptoms from metastases 1.6 21.7 12.5 7.7 
TABLE 1 
PHYSICAL EXAMINATION 
Number of Patients 
65 25 8 97 
Physical Signs Body Unclas- 
Head =e and fail sified Total 
. Per Cent Incidence ......... 
Jaundice ...... 89.1 28.0 25.0 68.0 
GHEE 68.9 44.0 88.0 64.0 
Abdominal tenderness ..... . - 49.0 52.0 62.5 €1.0 
Palpable gallbladder ....... . 75 40 12.5 26.8 
Abdominal mass ......... ~-- 186 36.0 50.0 23.7 
20.3 36.0 0 22.7 
Palpable spleen ........... - 46 0 0 3.1 
TABLE 2 
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Cardiac Back to Work 


FORD DISCUSSES the experience of the Cleveland 
Work Classification Clinic which functions to 
assist the general practitioner in the rehabilita- 
tion of his cardiac patient. The team consists of 
a cardiologist, social worker, vocational counselor, 
nurse and psychologist. The patient is examined 
and tested for functional capacity as to the 
amount of energy expendable without evidence 
of significant cardiac difficulty. After separate 
interviewing, an orderly plan of cardiac rehabili- 
tation is presented to the patient with the advice 
and approval of his general physician. 

The follow-up in 460 patients followed by the 
Classification Clinic indicates a successful and 
continuing work placement record in 80 per cent 
of those contacted. The rehabilitation plan for a 
coronary patient takes the form of a stepwise 
progression back to normal living including medi- 
cal treatment, dietary planning, evaluation of 
functional capacity at various stages and voca- 
tional readjustment. Ford emphasizes that this 
is a service to be afforded the patient only in 
consultation with the private physician who has 
the primary responsibility for the patient’s 
therapy. (Minn. Med., 42:1208, 1959.) 


Adolescent Medicine 


WILLIAMS DESCRIBES his experiences at the Chil- 
drens Medical Center in Boston with 750 con- 
secutive adolescent patients. The age limits were 
such that the patients were followed from high 
school to entrance into college or occupation. 
Boys outnumbered girls three to one in the series. 
There was some selection of neurologic problems 
due to proximity of the clinic to a neurologic cen- 
ter. Patients were referred both by private physi- 
cians and by institutions. 

The primary physical complaints of this ado- 
lescent group included seizures, mental retarda- 
tion, abnormalities in growth and development, 
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cardiac disease, orthopedic problems and skin 
disorders. These constituted 57 per cent of the 
patients seen; the remaining 43 per cent were in 
the primarily functional group. The largest group 
in this latter category were classified as adjust- 
ment reactions. The comment is made that 
“school is often the battleground upon which are 
fought out the adolescent’s conflicts with him- 
self, his family and his environment, and com- 
monly enough, the teacher and authority in gen- 
eral bear the brunt of the hostility.” The plea is 
made for more active cooperation between physi- 
cians and teachers, and an understanding that 
complete medical care of the adolescent includes 
consideration of emotional and environmental 
factors. (Med. J. Austral., 2:201, 1959.) 


Insulin Resistance 

EZRIN AND MOLONEY have studied seven patients 
who demonstrated insulin resistance. Several pre- 
vious studies had reported that sera from certain 
insulin-resistant patients were capable of neu- 
tralizing the hypoglycemic action of insulin. The 
reaction exhibits many of the characteristics of 
an antigen-antibody union. 

The one patient presented in detail was a 62- 
year-old negress who was taking 300 units of 
crystalline insulin daily in divided doses, but 
maintained a blood sugar of 200 mg. per 100 ml. 
and showed ketonuria. The dosage during the 
study reached 2,000 units per day. Further studies 
on this patient showed that she was producing 
endogenous insulin which was not being neutral- 
ized, and that her resistance to exogenous insulin 
was due to antibody formation against the ad- 
ministered insulin. A separate problem is that of 
insulin allergy. Two of the patients who were 
insulin-resistant also exhibited insulin allergy in 
the form of urticaria, eosinophilia and anaphy- 
laxis. The allergy can be due to the insulin itself 
or a contaminant of crystalline insulin. (Clin. 
Endocrinol. & Metabol., 19:1055, 1959.) 
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Idiopathic Osteoarthropathy 


HYPERTROPHIC OSTEOARTHROPATHY whether it is 
primary (idiopathic) or secondary should be con- 
sidered a radiologic diagnosis in which heavy 
subperiosteal bone formation is seen along the 
diaphyseal surfaces of metatarsals, metacarpals, 
proximal phalanges and frequently the distal 
portions of long bones. Laboratory studies, con- 
sistently negative, are useful in excluding sys- 
temic causes for the osteoarthropathy and other 
conditions which might be considered in the 
differential diagnosis, such as leprosy and cutis 
verticus gyrata. 

According to Baldwin, the diagnosis of idio- 
pathic hypertrophic osteoarthropathy must be 
held suspect for it is purely one of exclusion, 
secondary arthropathy being far more common. 
This author reports a case of idiopathic hyper- 
trophic osteoarthropathy in a 17-year-old Italian 
boy. An extensive work-up failed to reveal any 
abnormalities of a thoracic or extrathoracic na- 
ture which could explain the osteoarthropathy. 
Idiopathic hypertrophic osteoarthropathy has its 
onset in males at or about puberty. The enlarge- 
ment of hands, wrists, forearms, feet and knees, 
seems not to be progressive for more than three 
or four years. When it slows it finally becomes 
static not altering life expectancy but often caus- 
ing an embarrassing and cumbersome disfigure- 
ment. 

In addition to the increase in size of the acral 
parts, which occurs completely without pain, 
there is a roughening of the facial features owing 
to thickened skin and accentuation of lineation 
which results in a characteristic angry appear- 
ance or a prematurely aged facies. Prognathism 
is not a feature. Skin surfaces, particularly over 
affected areas, are moist because of heightened 
weat gland activity. The patient usually has no 
complaints other than the heaviness of his large 
extremities and the resultant clumsiness. (New 
Eng. J. Med., 261:592, 1959.) 
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Size of primary breast cancer on admission 
in two time intervals at a cancer center 


1940-1943 


1,281 patients Size of 2,168 patients 
primary tumor 
Breast Cancer Diagnosis 


ROBBINS HAS COMPARED the size of breast cancers 
on admission to Memorial Hospital, New York, 
during two periods, 1940-43 and 1950-55, and 
found (see chart above) that the more recent expe- 
rience indicates patients are being referred with 
smaller lesions, less axillary node involvement 
and fewer inoperable lesions. This is considered 
a result of public and professional education. 
(Cancer, 12:688, 1959.) 


Tumor-bearing Sutures 

HAVERBECK AND SMITH have experimentally in- 
duced tumor implants in mice by the inoculation 
of a single strand of suture material with tumor 
cells and demonstration that a tumor could then 
be transplanted by the inoculated suture. The 
authors advise the commercial treatment of 
suture material with picric acid which does not 
cause any disruption of suture or damage to tis- 
sues and does provide a tumoricidal effect. This, 
with local wound chemotherapy, effective in pre- 
venting surface growth of implants, would de- 
stroy free cancer cells and eliminate local recur- 
rence. (Cancer, 12:1029, 1959.) 
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Tips from 
Other Journals 


‘Planned Cholecystostomy 


CHOLECYSTOSTOMY may be a lifesaving proce- 
dure, and under certain circumstances is the oper- 
ation of choice in the management of acute gall- 
bladder disease. The best results are obtained 
when cholecystostomy is undertaken as a planned 
procedure, rather than used to afford escape from 
a technically difficult situation which has led to 
abandonment of an attempt at cholecystectomy. 
The present study by Sparkman reviews the 
author’s experience with 17 cholecystostomies 
done in the course of 252 gallbladder operations 
on 245 patients. Thirteen of these 17 procedures 
were planned prior to entering the abdomen. 

Cholecystostomy is performed in patients 
whose general physical or local abdominal condi- 
tion is such as to make the risk of cholecystec- 
tomy prohibitive. There are no adamant indica- 
tions for cholecystostomy, but the existence of 
multiple and varied factors may make it the pro- 
cedure of choice. The average age in this series 
was 75, the youngest patient being 55 and the 
eldest 94 years. Age per se is never an indication 
for cholecystostomy, but the degenerative dis- 
eases associated with advanced years may prohi- 
bit more extensive surgery. Cholecystostomy has 
proved effective in patients with severe systemic 
toxicity deteriorating in the face of medical man- 
agement. In this group, decompression is ur- 
gently required but the poor condition of the 
patient or the risk of spreading infection contra- 
indicate cholecystectomy. Local conditions in- 
fluencing the decision to perform cholecystos- 
tomy were the following: acute cholecystitis with 
inflammatory edema of the gastrohepatic omen- 
tum, making dissection difficult and increasing 
the risk of damage to the common duct. 

The major disadvantages of cholecystostomy 
are that it does not extirpate the organ responsi- 
ble for the disease; thus further surgery is often 
required after passage of the acute episode. How- 
ever, it circumvents extensive incision and mani- 
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pulation with prolonged anesthesia in a critically 
ill patient while providing decompression and 
avoiding rupture and generalized peritonitis. 

One death occurred in this series. Cholecystos- 
tomy may be a lifesaving procedure, but chole- 
cystectomy shouid be performed when the condi- 
tion of the patient improves sufficiently. (Ann. 
Surg., 149:746, 1959.) 


Pri Mediastinal T 
A GRouP of 42 unselected cases are presented 
from the Departments of Oncology and Surgery 
of the Jefferson Medical College Hospital cover- 
ing the years 1942-1958. All of these are primary 
mediastinal tumors. The per cent incidence of 
the various types are similar to figures reported 
in other medical centers. 

The symptoms, usual location and x-ray find- 
ings are represented in the article by Hodge, 
Aponte and McLaughlin. 

Thymomas were most often found in the su- 
perior anterior mediastinum, often associated 
with myasthenia gravis. With malignant thymo- 
mas the average survival is 3.7 years. The benign 
thymomas are found in a younger age group with 
survival up to ten years (the duration of the 
study) through the present. 

The neurogenic tumors are located mainly in 
the posterior mediastinum, in the paravertebral 
area. The usual symptom is dyspnea when be- 
nign, pain when malignant. Surgical] excision 
gives a high five-year survival rate. 

Teratoid tumors and cysts are potentially dan- 
gerous either because of rupture, causing medias- 
tinitis, or because of extensive metastasis. 

The bronchogenic cysts, pericardial cysts, 
hamartomas and lipomas are essentially benign 
as to symptoms, prognosis and successful surgical 
excision. 

Thoracotomy and excision was successfully 
performed in 36 of the 42 cases. (J. of Thoracic 
Surg., 37:730, 1959.) 
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Hodgkin’s Disease in Children 

PITcocK and his group present an analysis of 46 
eases of Hodgkin’s disease in children and indi- 
cate that the clinical stage of the disease at the 
time of diagnosis is the most important criterion 
of prognosis. Sixty per cent of the patients with 
localized Hodgkin’s involvement were alive at 
the end of five years. The method of treatment 
recommended was that of vigorous x-radia- 
tion to the localized group of lymph nodes in 
the hope of eradication of the disease. Chemo- 
therapy was considered only palliative and re- 
served for the disseminated, symptomatic stage 
of disease. 

Pitcock and coworkers emphasize the need for 
a more optimistic approach in the treatment of 
children with Hodgkin’s disease. (Cancer, 12: 
1043, 1959.) 


Solitary Pulmonary Nodules 


JOYNT AND VASSAL have reviewed their experi- 
ence with 60 patients whose solitary pulmonary 
nodules were resected. Their criteria for the use 
of this term included a round or oval shaped 
lesion 1 to 6 cm. in diameter, surrounded by 
lung, without cavitation, and without conglom- 
erate or central calcification. The distribution of 
tissue diagnoses was as shown in the chart at the 
right. 

One-third of the patients with primary car- 
cinoma died within two years of the resection. A 
high proportion of anaplastic carcinomas prob- 
ably played a part here. The metastatic tumors 
originated in kidney, bone and melanoma. The 
benign tumors included adenoma, hamartoma 
and hyperplastic lymph node. 

The authors stress the safety of the thora- 
cotomy approach to the problem of solitary nod- 
ule, and the inadvisability of assuming an eti- 
ology in place of tissue diagnosis. (J. Canad. 
Med. Assoc., 81: 78, 1959.) 
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Gallops 


HARVEY INDICATES that a gallop rhythm, ventri- 
cular in location and diastolic in time, may be the 
first and only sign of cardiac failure. This rhythm 
may also indicate an unsuspected myocarditis, 
such as lupus, fibroelastosis or thyroid heart 
disease. 

To time the gallop, one begins in the aortic area 
since it is known that the second sound indicates 
the end of systole. The gallop may not be heard, 
but by “‘inching”’ the stethoscope in the direction 
of the apex or along the left sternal border, the 
timing of the gallop can be established. 

The ventricular (or third heart sound) type of 
gallop may be normal in children or young 
adults, but carries the significance in the adult of 
serious organic heart disease. 

Harvey comments on the frequent association 
of a ventricular diastolic gallop and pulsus alter- 
nans, which persists with atrial fibrillation in con- 
trast to the disappearance of the more benign 
atrial gallop and the importance of a careful 
search and identification of this added heart 
sound. (Southern Med. J., 52:531, 1959.) 


DISTRIBUTION OF TISSUE DIAGNOSES 
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Coccidioidal Meningitis 


DISSEMINATED COCCIDIOIDOMYCOSIS with involve- 
ment of the central nervous system was almost in- 
variably fatal prior to the use of intravenous 
amphotericin B therapy. Castellot and his asso- 
ciates successfully treated a patient with coccidi- 
oidal meningitis with amphotericin B adminis- 
tered intravenously over a period of six and one- 
half months. Whereas it is apparent that ampho- 
tericin B is not an ideal drug, it is undoubtedly 
the most efficacious agent presently available for 
the treatment of coccidioidomycosis of the cen- 
tral nervous system. 

The natural course and prognosis of meningeal 
coccidioidomycosis are uniformly poor. Com- 
plete clinical remission with reversion of spinal 
fluid abnormalities to normal, as recorded in this 
case, is virtually unknown. The authors empha- 
size the importance of early diagnosis and treat- 
ment and believe that therapy should be con- 
tinued until there is complete absence of symp- 
toms, normal physical examination and normal 
spinal fluid findings. They suggest that it is prob- 
ably desirable to continue therapy one to three 
months beyond this goal if toxicity—particularly 
renal—is not prohibitive. (Antibiot. Med. & Clin. 
Therap., 6:480, 1959.) 


Urticaria Pigmentosa 


THIS IS a dermatosis characterized clinically by 
areas of pigmented skin which show marked 
urticaria on scratch or pin prick. Histologically, 
there is an increased number of mast cells in the 
dermis. The high histamine content of these cells 


-probably accounts for the urticaria. 


The concept of generalized disease due to mast 
cell proliferation has been gaining favor with the 
description of a mast cell leukemia and the report 
of bone lesions in urticaria pigmentosa. These 
considerations led Lees and Stroud to re-examine 
31 children with this diagnosis seen at their hos- 
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pital. The study was given further impetus by 
the admission of an 8-year-old girl with urticaria 
pigmentosa, paraplegia and bone changes in the 
spine. 

Of the 32 children thus examined, four showed 
bony abnormalities, two had splenomegaly, one 
had celiac syndrome, one had hepatomegaly. The 
bone lesions were extremely varied and included 
cystic osteoporosis, sclerosis, calcific deposits and 
stippling of the skull. Although biopsies were not 
done in the present series, others have reported 
infiltration of mast cells into bone. The authors 
regard their series as further evidence of urticaria 
pigmentosa being part of a generalized mast cell 
disease. (Arch. Dis. Child., 34:205, 1959.) 


British Anticoagulation Report 

THE USE OF LONG-TERM anticoagulant therapy in 
patients with myocardial infarction has been 
evaluated by the Medical Research Council in 
Great Britain. A controlled clinical trial indi- 
dicated that anticoagulant therapy sufficient 
to double the prothrombin time had a markedly 
beneficial effect in preventing a recurrence of 
myocardial infarction particularly in the first 
two years after a coronary attack. 
The effect was most notable in males under 
age 55. In this group the rate of recurrence of 
infarction was only one-fifth that of a control 
group receiving smaller doses of anticoagulant 
which were insufficient to significantly prolong 
the prothrombin time. 
The large-dose group had 48 bleeding episodes 
with 15 patients being forced to discontinue 
therapy for this reason. The low-dose group had 
eight bleeding episodes but the mortality rate in 
the low-dose group was significantly greater than 
that in the large-dose group. 
The British report emphasizes the value of 
continuous anticoagulant therapy in the younger 
male with myocardial infarction. (Brit. M. J., 
5,125:803, 1959.) 
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Gallbladder Cancer 


THORBJARNARSON and Glenn review 90 cases of 
carcinoma of the gallbladder. There were three 
times as many women as men and gallstones were 
an associated condition in 90 per cent of the 
women. 

The sites of the 90 cancers of the gallbladder 
(see figure at the right) contrasted with 26 cases of 
carcinoma of the ampulla of Vater and 31 cases of 
bile duct cancer. 
The prognosis was universally bad although a 
few survivals did exist and with limited surgery. 
The authors suggest that the frequent spread of 
gallbladder cancer to the right lobe of the liver 
argues for an adoption of a right hepatic lobec- 
tomy in the primary treatment of obvious biliary 
cancer. 

Early cholecystectomy for cholelithiasis would 
materially decrease the incidence of later cancer 
of the gallbladder, “which in the age group over 
60, was 6 per cent of all gallbladder disease 
operated upon. (Cancer, 12:1009, 1959.) 


Seventh Day Adventists 


WYNDER and his colleagues report on the inci- 
dence of lung cancer and coronary artery disease 
in Seventh Day Adventists whose records were 
collected from eight hospitals that are under the 
control of the Seventh Day Adventist Church. 
There was a marked deficiency (eight times 
less) of cancer of the lung, mouth, larynx and 
esophagus in the Seventh Day Adventist groups 
compared to non-Seventh Day Adventists. 

The incidence of coronary artery disease was 
also determined. There was no difference in the 
female groups of Adventists compared to females 
of other religious groups. However, the male 
Seventh Day Adventists showed considerably 
less and later coronary artery disease than was 
found in other religious groups. 

The suggestion of the authors is that the de- 


GP February 1960 


Diagram showing the sites of cancers of the extrahepatic 
biliary system in 147 cases. The overwhelming majority were 
located in the gallbladder. 


creased incidence of respiratory cancer and cor- 
onary artery disease in Seventh Day Adventists 
is associated with the nonsmoking, nondrinking 
habits dictated by their religion. (Cancer, 12: 
1016, 1959.) 


Defecation Risk 

HALPERN and colleagues report that defecation 
may be accompanied by notable changes in both 
arterial and venous blood pressures, particularly 
the straining that can initiate a Valsalva maneu- 
ver. The authors show, by sectional blood flow 
studies, that the first effect of straining is a sharp 
reduction in blood flow through the limb veins 
followed by a biphasic return to normal blood 
flow. It is suggested that these vascular changes 
may be sufficient to cause the mobilization of 
peripheral thrombi with subsequent emboliza- 
tion. 

It is wise to correct any tendency to constipa- 
tion in patients with vascular disease, with cor- 
onary disease or congestive failure, and those re- 
covering from surgical operations—particularly 
those liable to be followed by pulmonary embo- 
lism. (Am. J. Med. Sci., 237:453, 1959.) 
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Intracardiac Stimulation 


WEALE HAS STUDIED the feasibility of electrical 
stimulation of the heart from within the right 
ventricular cavity. The passage of a stimulating 
electrode to the S.A. node has been previously 
described. The present experiments deal with 
stimulation of the right ventricle directly in heart 
block and ventricular fibrillation. 

Surgical heart block was produced surgically 
in five dogs by dividing the bundle of His through 
the right atrium. An insulated wire electrode was 
passed down the external jugular vein into the 
right ventricle. A cardiac pacemaker was then 
attached to the electrode and to an indifferent 
skin electrode. A satisfactory response was ob- 
tained with electrical stimulation. Ventricular 
fibrillation was induced in some of the dogs and 
satisfactorily terminated by a 200-volt impulse. 
Although blood temperature rose 1° C., there 
were no apparent ill effects. Two dogs have sur- 
vived with electrodes in the ventricular cavity 
for more than one month. The authors recom- 
mend this procedure in acute emergencies arising 
during cardiac catheterization, anesthesia and 
spontaneous acute heart block. (Lancet, 2:73, 
1959.) 


Pancytopenia 


WINTROBE and his group review the findings in 
39 patients who were believed to have acquired 
aplastic anemia. Congenital aplastic anemia was 
ruled out by the absence of accompanying anom- 
alies and the negative family history. Purpura 
was the commonly presenting complaint and both 
peripheral blood and bone marrow revealed apla- 
sia of all elements and a generally reduced cel- 
lularity. Chloramphenicol was the most impor- 
tant marrow depressant drug, being involved in 
five of the 39 cases. A variety of agents including 
mesantoin, benzene, sulfonamides, acetarsone and 
other organic compounds were responsible for 
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individual cases. Stoddard’s solvent, a petroleum 
product, may have been responsible for a marrow 
depression in four cases. 

Cortisone and splenectomy were of some bene- 
fit in therapy, but the grim prognosis of true 
aplastic anemia was evidenced by the fact that 
21 patients died of the complications of prolonged 
pancytopenia. The authors suggest an autoim- 
mune process, in which the chemicals act as 


_ haptens, as an alternative to the direct toxic 


effect of such agents in explaining the mechanism 
of marrow depression. (Medicine, 38:119, 1959.) 


Macroglobulinemia 

IMHOF AND ASSOCIATES review the findings in the 
disease called Waldenstrom’s macroglobulinemia 
in the 107 recorded cases and add seven cases 
seen by them. The disease occurs chiefly in.older 
men, is chronic in nature and presents a varying 
picture due to its secondary hematologic effects. 
The admitting complaint is usually weakness, 
accompanied by some evidence of anemia and 
not infrequently bleeding that varies from an 
occasional nosebleed to a massive hemorrhage. 
Retinal hemorrhage, not infrequently, was the 
only evidence of bleeding. This bleeding has a 
varying cause since both thrombocytopenia and 
increased red cell hemolysis have been reported 
in this syndrome. The presence of lymphade- 
nopathy and hepatosplenomegaly may cause a 
problem in differentiation of this disease from 
leukemia. (Acta Med. Scand., 163:349, 1959.) 


The Most Poisonous Poison 


LAMANNA has reviewed our knowledge of the 
botulinal toxins, the most potent poisons known. 
These neurotoxins are of antigenically distin- 
guishable types produced by different strains of 
Clostridium botulinum. They are simple globular 
proteins (composed exclusively of amino acids). 

Less than 0.1.x 10° meg. of botulinal toxin 
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causes the death of a mouse. Only tetanus and 
Shigella neurotoxins possess potency approaching 
this order. Other protein poisons—e.g., diph- 
theria toxin and snake venoms—are hundreds 
and tens of thousands of times less poisonous. 
Aconitine is one of the most potent nonprotein 
poisons, and it is far less toxic than the botulinal 
toxins. 

The immediate cause of death in botulism is 
skeletal muscle paralysis. Gross and microscopic 
pathologic changes due to the toxin are absent. 
The actual site of poisoning is at the synapses of 
efferent parasympathetic nerves and somatic mo- 
tor nerves (end plates or myoneural junctions). 

All but one of the many vertebrates tested 
have been poisoned by this toxin. The exception 
is the American turkey vulture that often feeds 
on carcasses of other animals dead of botulism. 
This phenomenon has been attributed to a neu- 
tralizing property of vulture serum that has 
arisen through an evolutionary adaptation. 

Through the threat of the use of botulinal tox- 
ins as chemical warfare agents practical techni- 
ques have been developed for the large-scale pro- 
duction of effective though as yet imperfect tox- 
oids. Lamanna stresses the importance for an 
understanding of fundamental neurophysiology 
to learn more about these substances. (Science, 
130:763, 1959.) 


Malignant Neoplasms in Leukemias 
and in Polycythemia 


LAWRENCE AND DONALD found that there is an 
increased incidence of malignant neoplasms in 
chronic leukemias and in polycythemia vera (see 
chart at the right). There was no indication 
that radiation therapy accounted for this finding, 
although enlarged studies are needed. The neo- 
plasms among leukemia patients were widely dis- 
tributed by organ sites. On the other hand, poly- 
cythemia patients had a predilection for cancer 
of the kidney. (Am. J. M. Sc., 237: 488, 1959.) 
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Mouth-to-Mouth Breathing 


RUBEN, ELAM AND RUBEN discuss mouth-to- 
mouth breathing as an emergency technique for 
resuscitation. Previous studies had demonstrated 
that this type of ventilation could provide ade- 
quate oxygenation and carbon dioxide elimina- 
tion. Problems had arisen in the application of 
mouth-to-mouth breathing, particularly by lay 
people. The two outstanding complications were 
failure to maintain an adequate airway and fail- 
ure to effect an airtight seal around the victim’s 
mouth. 

The authors recommend the following method 
for overcoming these problems. First, the victim 
is placed on his back with the neck held in ex- 


INCIDENCE OF MALIGNANT NEOPLASMS 
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tension. The rescuer inhales deeply, opens his 
mouth widely and places it around the victim’s 
mouth. The rescuer then blows until he sees the 
victim’s chest expand, whereupon he breaks con- 
tact and allows passive expiration to take place. 
Moderate pressure against the abdomen may be 
used to prevent passage of air down the esopha- 
gus. An alternative technique is to blow air down 
the nostrils with the victim’s mouth closed. This 
obviates the leakage from the nostrils that may 
occur with the mouth-to-mouth technique and 
also makes it less likely for air to pass down the 
esophagus. As a final point, the authors recom- 
mend the use of a handkerchief between the 
rescuer’s and the victim’s faces in case of aesthetic 
qualms on the part of the former. (Lancet, 2:69, 
1959.) 


Ectopic Ureteral Orifices 


UsSON AND DONOVAN REVIEW their experience 
with 17 cases of ectopic ureteral orifice. This is 
defined as the location of one or more ureteral 
openings outside the bladder. The present series 
consisted of 15 females and two males ranging in 
age from three weeks to 23 years. The most com- 
mon clinical findings were pyuria, incontinence 
and fever. It is important to note that nine of the 
patients did not complain of incontinence. The 
absence of this sign by no means excludes the 
diagnosis. The site of the ectopic opening was the 
urethra in six, the vagina in six, the rectum in 
one and the seminal vesicles in one. Ureteral 
ectopia was frequently associated with ipsilateral 
or bilateral -duplications of the upper urinary 
tract. The ectopic ureter always drained the up- 
per half of the involved kidney, as has been 
pointed out by many previous authors. The sur- 
gical approach varied according to the situation. 
A good postoperative result was noted in ten pa- 
tients. Three patients were lost to further follow- 
up and the remaining patients were not treated 
surgically for various reasons. The pathology in 


162 


the resected kidney tissue included pyelonephri- 
tis, hydronephrosis, hypoplasia and renal cysts. 
The location of the ectopic opening determines 
the ease of diagnosis and the type of x-ray exam- 
ination best suited to the purpose. For example, 
the vagina may be filled with contrast material 
for the purpose of outlining the ureter by regurgi- 
tation. A vesiculogram will detect openings into 
the seminal vesicles. Appropriate surgical treat- 
ment may prevent or interrupt the progressive 
renal damage that results from infection and 
hydronephrosis. For the incontinent patients, a 
surgical cure makes normal social life a possi- 
bility. (AMA J. Dis. Child., 98:153, 1959.) 


Splenic Pulp Manometry 


EARLY localization of the site of acute gastro- 
intestinal bleeding continues to be a recurring 
problem to the clinician. Esophagogastric varices 
are the lesions responsible for 20 to 25 per cent 
of these patients. 

Panke, Rousselot and Moreno discuss the 
method of splenic pulp manometry and its valu- 
able application as an emergency diagnostic 
technique in differentiating between bleeding 
from esophagogastric varices and all other causes 
of acute upper gastrointestinal bleeding. Starting 
in 1957, 113 patients had splenic pulp pressures 
recorded. Of this group, 33 were actively bleed- 
ing, while in the remaining group of 80, splenic 
pressures were taken some time after the acute 
bleeding episode had ceased. Splenic pulp pres- 
sures ranged from 70 mm. of water to 650 mm. 
water. All patients whose pressures were above 
290 mm. of water had bled or were bleeding from 
varices. If the pressure was below 250 mm. of 
water, bleeding was in all cases due to a lesion 
other than varices. Splenic manometry estab- 
lished esophagogastric varices in 62 of the 113 
patients, and sites other than varices in 40. A 
zone of overlap between 250 and 290 mm. of 
water remained, and 11 patients or 10 per cent 
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of the series fell into this group. This nondiag- 
nostic area, confirmed later, represented four 
patients bleeding from esophagogastric varices, 
and seven from other upper gastrointestinal 
lesions. While it has been the authors’ routine to 
use combined procedures of splenic manometry 
and portography, the correlations in the 113 pa- 
tients suggest that splenic pulp manometry alone 
yields valuable information. It is a relatively safe, 
direct, simple and practical procedure and has 
proved to be 90 per cent accurate in determining 
the presence or absence of esophagogastric var- 
ices. (S.G.O., 108:270, 1959.) 


Ocular Manifestations 
in Renal Tubular Diseases 


FALLS has reviewed the abnormalities in the eyes 
which may be seen with several of the renal tubu- 
lar syndromes. These syndromes are the result of 
genetically determined enzyme abnormalities 
with resultant failure in various functions of the 
renal tubules. 

A list of some of the most common syn- 
dromes would include nephrogenic diabetes in- 
sipidus, renal glycosuria, pseudohypoparathy- 
roidism, renal tubular acidosis, Fanconi syn- 
drome, Lowe’s syndrome and Vitamin D resist- 
ant rickets. Cataracts are seen in several of these 
disorders, specific type varying with the syn- 
drome. Hydrophthalmos is seen as an additional 
finding in Lowe’s syndrome. Progressive juvenile 
or early adult cataracts are a feature of pseudo- 
hypoparathyroidism. In many instances of the 
Fanconi syndrome, cysteine crystals may be 
found in the conjunctivas and corneas. 

The author stresses that ocular abnormalities 
may be easily noted and act as the first clue to 
the presence of a more generalized metabolic dis- 
order. He also emphasizes the desirability of 
searching for similar cases among the family and 
relatives of the patient. (AMA Arch. Opthal., 
62:188, 1959.) 
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Lung Tests 


ARMSTRONG presents a schematic analogue to 
illustrate the pathophysiologic interrelationships 
of lung dysfunction in the major clinical forms of 
pulmonary disease. The three ways in which pul- 
monary disease are reflected in terms of abnormal 
function of the lungs are: loss of ventilatable lung 
tissue, generalized obstructive airway disease 
and impairment of pulmonary diffusing capac- 
ity. Pulmonary disease rarely produces these 
abnormalities in pure form and, as Armstrong 
illustrates in the diagram above, respiratory dys- 
function almost always has at least three facets. 
The physician should keep this in mind when 
evaluating individual pulmonary function tests. 
(Ann. Int. Med., 51:405, 1959.) 


Coronary Hemodynamics: 
Males vs. Females 


IN A SERIES of 30 normal fasting subjects (15 
male and 15 female), Rowe and his colleagues 
determined cardiac output by the Fick principle, 
and coronary blood flow by the nitrous oxide 
saturation method. In the women, coronary blood 
flow was 26.5 per cent greater per 100 Gm. left 
ventricle per minute than in the men. Further, 
coronary vascular resistance was 35 per cent less 
in the women than in the men. These results 
strike the authors as having biologic as well as 
statistic significance. 

It is possible that these differences are physio- 
logic counterparts of the previously demonstrated 
anatomic differences in the thickness of the intima 
of the coronary vessels in infants of the two sexes. 
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Comparable data for adults have not been pub- 
lished, but it is known that the circumference of 
the coronary arteries, in relation to heart weight, 
is greater in the adult human female than in the 
male. 

The measured increase in coronary blood flow 
per unit weight of the heart may be related to 
the known reduced incidence of coronary occlu- 
sion and coronary atherosclerosis in women. 
Based on recent pathologic studies in young 
males, it may be reasonable to assume that many 
“normal” males have some coronary narrowing 
due to atherosclerosis. 

Finally, the differences in coronary flow and 
myocardial metabolism between the two groups 
may be related in part to general and nonspecific 
factors such as body size, sex hormones (their 
effects on tissue respiration) and hematocrit. 
(Cire. Research, 7:728, 1959.) 


Ulceration and Edema 
of the Lower Extremity 


BLOCKER AND HIS ASSOCIATES have made studies 
of edema and ulceration of the lower extremity by 
lymphatic cannulation. These studies were done 
by direct injection of Sky Blue dye. The lym- 
phatics were cannulated and the intralymphatic 
pressures were read by means of an electro- 
manometer bridge and amplifier. 

Studies in normal subjects and in normal 
extremities of several patients with involvement 
of the lymphatics on one side, as well as ex- 
perimental work in dog limbs, have demonstrat- 
ed that the intralymphatic pressures are charac- 
teristically subatmospheric. , Pressure becomes 
atmospheric or positive with edema, blockage of 
the lymphatic nodes, and, at least in the dog, fol- 
lowing acute trauma and anoxia. There appears 
to be some correlation between the degree of posi- 
tive pressure and the severity of the lesion. 

In experimental animals, following acute in- 
jury, the changes in intralymphatic pressures oc- 
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curred rapidly. In patients with leg ulcers whose 
swelling had subsided on bed rest and elevation, 
the pressure changes were not present. This sug- 
gests that chronicity per se is not the dominant 
etiologic factor in the production of lymphedema 
unless congenital developmental anomalies are 
present. Further studies on the lymph flow in 
normal legs indicated that fairly rapid drainage 
does occur in the normal patient at complete rest 
and in the horizontal position. 

Standardization of the lymphatic cannulation 
technique has suggested a number of therapeutic 
possibilities for treatment of infection and malig- 
nancy in both the lower extremity and other 
regions of the body. (Ann. Surg., 149:884, 1959.) 


Ocular Signs ‘n Cerebrovascular 
Insufficiency 


HoyT DISCUSSES the diagnostic value of certain 
disturbances in vision in carotid and vertebral 
artery insufficiency. With internal carotid artery 
insufficiency, the most striking visual sign is 
transient monocular visual loss. The duration of 
blindness may be seconds or minutes. Restoration 
is complete. Although there are other causes for 
this amaurosis fugax, carotid artery insufficiency 
is the commonest, and this may often be a pro- 
drome of carotid artery thrombosis. Transient 
hemianopsia is, in contrast, rarely seen in this dis- 
order. 

Examination of the eye during an attack of 
monocular blindness may show an absence of the 
pupillary light reflex. A bruit over the eyeball, 
mild proptosis and ocular hypotension may all be 
found at various times. In vertebral artery in- 
sufficiency, transient bilateral visual blurring, 
blindness or diplopia is characteristic. Occasion- 
ally the sensation of flashing lights accompanied 
the visual disturbance. Objective findings are of 
little help since attacks are brief and rarely ob- 
served. A horizontal-rotary nystagmus is present 
during the attack. Patients who show combina- 
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tions of the above findings with involvement of 


both carotid and vertebral arteries may require. 


angiography for exact diagnosis. (AMA Arch. 
Opthal., 62:260, 1959.) 


EKG Error 


DAVIES TESTED the diagnostic ability of nine ex- 
perienced electrocardiographers with a group of 
100 selected electrocardiographic tracings of which 
half had been reported routinely to show myo- 
cardia] infarction, one-quarter had been reported 
as normal and one-quarter as abnormal, but with- 
out myocardial infarction. The results of the sur- 
vey indicated complete agreement among the 
nine readers in only one-third of the tracings, and 
disagreement by a majority of the readers as to 
half of the tracings. (Brit. Heart J., 20:153, 1958.) 


Survivorship in Cerebral Palsy 


SCHLESINGER, ALLAWAY AND PELTIN noted that 
few data permit estimation of life expectancy in 
persons afflicted with cerebral palsy. They were 
aware that such data would be important in plan- 
ning community services for people so afflicted 
and for other purposes. Accordingly, they ascer- 
tained the survivorship status, after a period of 
seven and one-half years, of 3,108 persons with 
cerebral palsy who had been under 18 years of 
age at the time of the initial report. 

Death rates in the persons with cerebral palsy 
were much higher than “expected” death rates 
for people of comparable age (see chart at the 
right). The greater part of that high mortality 
rate was accounted for by the group of cerebral 
palsy patients with severe physical limitations. 
In that group, the mortality rate was 27 to 30 
times that expected in the corresponding age-sex 
groups of the general population. Those with mild 
physical involvement had a mortality rate from 
four to five times greater than the expected. (Am. 
J. Pub. Health, 49:348, 1959.) 
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Homebound Jobs 


CLARKE DESCRIBES the results of a five-year dem- 
onstration project in vocational rehabilitation 
for 54 chronically ill and homebound patients. 
Provision is made for some meaningful home 
occupation to be carried out by the patient ap- 
propriate to his physical capacity. Work was 
found which varied from packaging of Christmas 
cards and production of simple wrappings and 
bandages to more complicated tasks such as 
bookbinding and jewelry design. Compensable 
work was found and the reception of the program 
by the patient was accompanied by emotional 
and physical improvement. (Pub. Health Rep., 
74:813, 1959.) 


Xylose Absorption Test 


CHRISTIANSEN and coworkers describe the use of 
d-xylose as a screening test for malabsorption. 
The test is performed by measuring the excretion 
of d-xylose in the urine after the oral administra- 
tion of 25 Gm. Approximately 25 per cent (6 to 7 
Gm.) of the d-xylose is excreted in the normal pa- 
tient in five hours. In contrast, less than 2.5 Gm. 
(10 per cent) of the xylose is excreted in a five- 
hour urine collection in patients with untreated 
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idiopathic malabsorption. In patients with pan- 
creatic disease, the xylose test is normal although 
other absorptive tests, e.g., fat absorption, may 
be abnormal. The authors conclude that the d- 
xylose test is the more useful screening procedure 
available for the detection of primary or second- 
ary malabsorption. (Am. J. Med., 27: 448, 1959.) 


Variant Angina 


PRINZMETAL and colleagues define a form of an- 
gina pectoris in which the pain comes on at rest 
or without undue activity; the duration of pain 
is Jonger and the pain itself is more severe and 
occasionally cyclic, phasic or recurrent at regular 
intervals. The EKG may show a transient eleva- 
tion of ST segment corresponding to the distri- 
bution of a major coronary artery and if infare- 
tion supervenes, the pain of the angina is fre- 
quently abolished. 

The authors present clinical and experimental 
evidence relating this separate form of angina to 
a possible temporary increase in tonus of a large, 
narrowed coronary artery. The use of nylidrin 
hydrochloride is suggested as a means of prevent- 
ing variant angina, and anticoagulant therapy 
may be indicated. The professional group, in- 
cluding physicians, have a particular proneness 
to this form of angina pectoris. (Am. J. Med., 
27:375, 1959.) 


Blood Volume in Infants 


THE BLOOD VOLUME of infants has been examined 
in various laboratories at various times by a wide 
variety of techniques. Not all of the results are 
comparable. Feeling that the greatest ease and 
simplicity and the least toxicity is with the use 
of Evans blue dye (T-1824), Sisson and his col- 
leagues performed 223 plasma volume determina- 
tions on 126 normal full-term infants. 

The results indicated a very wide range of 
values throughout the first year of life. No reli- 
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able average was observed. The authors believe 
that assessment of anemia in infancy is greatly 
aided by this measurement. Total erythrocyte 
volume as calculated from the plasma volume de- 
termination is more reliable than the usual hema- 
tocrit and hemoglobin concentration measure- 
ments. These latter values are often misleading 
because so many infants exhibit hypo- or hyper- 
volemia. (J. Pediatrics, 55:168, 1959.) 


The Natural History 
of Carcinoma of the Lung 


EMERSON and his group present a statistical 
breakdown of 360 cases of proven bronchogenic 
carcinoma with the emphasis on the radio- 
logic findings. The sex, age group, occupations, 
smoking habits, presenting symptoms and cell 
type of carcinoma of the individuals are reviewed. 

The number of patients having undergone the 
diagnostic procedures of bronchoscopy, scalene 
biopsy, Papanicolau smear and thoracotomy are 
broken down into those with positive and nega- 
tive findings. 

All past chest films available on each patient 
were again reviewed for previously missed posi- 
tive findings. All positive findings are broken 
down per cent wise as to individual and multiple 
occurrence. Obstructive pneumonitis 36 per cent, 
parenchymal mass 22 per cent, Nilar nodule 27 
per cent, Nilar mass 19 per cent and atelectasis 
15 per cent. These figures are correlated with the 
time intervals of the first clinical symptoms, 
clinical diagnosis and death. A review of several 
cases with reproduction of films emphasizes the 
prognostic value of the different radiologic find- 
ings. The delay in actual diagnosis, which delays 
surgical resection, is mainly responsible for the 
low cure rate of 3 to 6 per cent. A plan is outlined 
to stress comparison of past and present films, 
early findings and double review of negative films 
to try to improve the current low rate of cure. (J. 
Thoracic Surg., 37: 291, 1959.) 
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Cancer Versus Tuberculosis 


(American Cancer Society announcement, Phila- 
delphia, Dec. 28) A SIX-YEAR STUDY of 6,137 men 
aged over 45 indicates the incidence of lung 
cancer to be twice that of tuberculosis. During 
this time, 31 men developed lung cancer, com- 
pared with 16 contracting tuberculosis. An addi- 
tional eight former TB patients showed reactiva- 
tion of their disease.—Drs. KATHARINE R. 
Boucot and Davip A. Cooper, Philadelphia 
Pulmonary Neoplasm Research Project. 


Strontium-90 Hazard 


(U.S. Public Health Service announcement, Wash- 
ington, Dec. 29) IN MAJOR U.S. rivers, measure- 
ments of strontium-90 levels late in 1959 ran far 
below the maximum permissible level of 80 
micromicrocuries per liter set by the National 
Committee on Radiation Protection. Levels in 
17 major rivers ranged from 6.2 to 1.0 micro- 
microcuries in the last quarter of the year. 


Iron Poisoning 

(New York Academy of Sciences conference, New 
York, Dec. 8) THE CHELATING AGENT, DPTA, 
has successfully combatted iron poisoning in 
children who accidentally swallowed tablets con- 
taining ferrous sulphate, and in hereditary hemo- 
chromatosis.—DR. MARTIN RUBIN, Georgetown 
University, Washington. 


Toxemia Prevention 


(Hahnemann Medical College Symposium on 
Edema, Philadelphia, Dec. 9) IT IS EASIER to 
prevent toxemia of pregnancy than to treat it. 
Excessively rapid weight gain late in pregnancy is 
indicative of impending toxemia, and “‘chlorothi- 
azide is the most effective and least toxic agent 
available” to offset the edema. “When used alone 
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at the first sign of excessive weight gain, it fre- 
quently reverses the toxemia process,”’ and it can 
be administered continuously without develop- 
ment of drug resistance.—Dr. FRANK A. FIN- 
NERTY, JR., Georgetown University School of 
Medicine. 


Premenstrual Tension Relief 


(Ibid., Dec. 9) THIAZIDE DERIVATIVES, employed 
seven to ten days before menses, have proved 
effective in combatting premenstrual tensions. 
Half of 42 patients complaining of nervousness 
and tension were relieved by chlorothiazide, as 
were all of 33 who complained of edema, and all 8 
complaining of breast soreness.—Dr. EDWIN C. 
JUNGCK, Medical College of Georgia. 


Hormone Masqueraders 


(Ibid., Dec. 8) SPIROLACTONES, a new class of 
drugs masquerading as hormones, have a chem- 
ical structure similar to aldosterone. They can 
compete with the hormone in kidney cell action 
to prevent excesses of the natural hormone from 
preventing reabsorption of large amounts of 
sodium and water. Substantial sodium excretion 
was induced in patients with liver cirrhosis by 
combined administration of spironolactone and 
thiazide drugs. Encouraging results have been 
reported with spironolactone in edema of conges- 
tive heart failure also. The drug is still in limited 
experimental supply.—Dr. CHARLES K. FRIED- 
BERG, Columbia University and Mt. Sinai Hos- 
pital, New York. 


Cholesterol And Advertising 


(Food and Drug Administration announcement, 
Washington, Dec. 10) CLAIMS that certain fats 
and oils will reduce blood cholesterol levels are 
“false and misleading.”” Many of the public 
associate cholesterol with cardiovascular-renal 
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disease, and cholesterol labelings in common 
foods “‘may have the effect of a claim of special 
value for preventing or treating these diseases.” 
Research evidence indicates that the body pro- 
duces its own cholesterol and is “affected very 
little by the amount present in our foods.”— 
Commissioner GEORGE P. LARRICK. 


Endometrial Hyperplasia 


(American Cancer Society announcement, Cam- 
bridge, Mass., Dec. 7) Endometrial hyperplasia 
has disappeared or abated in all of 19 patients 
treated with progestins after a few months. This 
precancerous condition or trend has been re- 
versed and controlled so far for as long as three 
years. It appears that young women can stop 
taking the drug when a normal pregnancy be- 
comes possible and restores regular hormone pro- 
duction. Hysterectomies performed in 15 cases 
one to three months after administration of 
progestins showed normal or almost normal endo- 
metria on pathologic examination.—Dr. RoB- 
ERT W. KISTNER, Harvard Medical School and the 
Free Hospital for Women. 


Adaptation Energy 


(American Association for the Advancement of 
Science, Chicago, Dec. 30) NEW EXPERIMENTS 
support the view that aging is due to expenditure 
of the body’s adaptation energy. In one experi- 
ment, connective tissue and capillaries grew into 
a glass tube placed under an animal’s skin, but 
later the healing process stopped abruptly and 
the new tissue died. This apparently was due to 
“local exhaustion of adaptability.’”’ Older animals 
are more vulnerable to diseases induced by stress. 
“Every stress leaves an indelible scar and the 
organism pays for its survival after a stressful 
situation by becoming a little older.”—Drs. 
HANS SELYE and PLINIO PIORESCHI, University 
of Montreal. 


Relapse of Drug Addicts 


(Ibid., Dec. 28) STUDIES indicate only 5 per cent 
of discharged drug addicts manage to abstain 
from their addiction—far below the recovery 
rate from cancer. But abstinence has been main- 
tained in 42 per cent of addicted parolees through 
intensive supervision giving a firm but helping 
hand. In most instances, family problems are at 
the root of the addict’s problems. He also usually 
is passive and introverted and needs to be in- 
stilled with aspirations and constructive aims in 
life—MEYER H. DISKIND, Special Narcotic Proj- 
ect, New York State Division of Parole. 


Attitudes And Disease 


(Ibid., Dec. 29) PATIENTS’ attitudes profoundly 
affect their diseases. But the humanitarian medi- 
cal attitude of saving the weak and unfit also 
creates diseases, mainly in diseases of aging. ‘So 
before we become too intrigued with the attitudes 
of patients that provoke the human organism 
into states of disease, we must realize that we, in 
the holy name of humanity—medicine, that is 
—are subscribing to an attitude that causes 
disease.” —Dr. ARCHIE R. O’CoNNoR, Clinton, 
Mich. 


The Glowing Heart 


(Ibid., Dec. 27) WITH EACH BIRTHDAY, the human 
heart glows a bit brighter—if viewed under ultra- 
violet light. An “age pigment” accumulates 
linearly with age in the heart cells, fluorescing 
with orange glow under ultraviolet exposure. 
With advanced age, the pigment may comprise 
20 per cent of the cell tissue. Efforts are being 
made to isolate and identify the pigment and de- 
termine what effect, if any, it plays in aging.— 
Drs. BERNARD STREHLER and associates, Geron- 
tology Division, National Heart Institute and 
Baltimore City Hospitals, Baltimore. 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities in appropriate fields of therapy and diagnosis. 


Unexplained Symptoms 


Q. A 36-year-old white male has had the following 
episodes: a very sudden attack of excruciatingly 
severe pain in the left ala of the nose, followed 
by numbness of the entire left side of his body 
and left extremities, severe sweating and vertigo 
on attempting walking. Six months ago the 
patient had a series of eight such attacks. He 
recently had another attack. Each attack lasts 
one or two minutes and is followed by complete 
recovery after a period of one hour. Complete 
examination, including examination by a neu- 
rologic consultant, skull films, EEG, spinal 
fluid pressures and examinations, and blood 
chemistries are all normal. What are diagnostic 
possibilities? Patient is now asymptomatic. 


A. Intermittent insufficiency of the basilar 
artery is a strong possibility in this case. Also 
to be considered is the possibility that the patient 
has been having anxiety attacks but has focused 
attention on the symptoms described and has not 
noticed, or failed to mention, other symptoms. 
Localization to one side of the body of such 
episodic symptoms occurs rarely in anxiety with 
hypochondriacal aspects, but it does occasionally 
occur and should be considered here also. 


Influenza Vaccine 


Q. What influenza vaccine should be used during 
the 1959-60 cold season? For whom is it indi- 
cated? 


A. The influenza vaccines available are polyva- 
lent and contain the Asian strain of influenza 
Virus. If vaccination is used, these polyvalent 
strains should be administered. 
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Since an appreciable percentage of patients 
who receive influenza vaccine are not protected 
against an attack of the disease, and since influ- 
enza is not expected to be highly prevalent in 
the near future, it is questionable whether any 
universal programs of immunization should be 
undertaken. 

Patients who are unusually susceptible to 
pulmonary diseases—such as patients with chron- 
ic bronchopulmonary disease, congestive heart 
failure and musculoskeletal defects which inter- 
fere with respiration, for example—might well be 
candidates for the vaccine. 


Endometriosis 


Q. There is much said in some circles about the 
treatment of endometriosis with hormones. 
What is the present status of hormone therapy 
versus surgical approach? 


A. Notype of hormonal therapy has been known 
to cure endometriosis. This has been determined 
on experimental endometriosis in monkeys, and 
by clinical observation. 

Three types of hormonal treatments are in use: 
(1) large doses of diethylstilbestrol to suppress 
ovulation, (2) relatively small doses of methyl- 
testosterone orally (e.g., 10 or 20 mg. daily) and 
(8) the 19-nor steroids (e.g., Norlutin or Eno- 
vid) in amounts of 20 to 40 mg. daily and con- 
tinuously to produce amenorrhea. The first 
method is rarely used today because of poor re- 
sults. The second gives good symptomatic relief, 
but after several months the frequency of andro- 
genic symptoms is high. The third method often 
gives good symptomatic relief, but it is costly and 
is incompatible with fertility, which is one of the 
chief goals of conservative therapy. 
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Conservative surgery with preservation of the 
childbearing function is the best treatment in the 
younger woman; and radical surgery, in more ad- 
vanced cases and when fertility is not desired. 
Hormone therapy may be a valuable adjunct in a 
limited number of patients whose symptoms re- 
cur after the conservative operation. 


Brittle Fingernails 


Q. Does gelatin or any other product help brittle, 
cracking and breaking fingernails? 


A. While it was reported that gelatin, taken in 
large quantities, would help brittle, cracking and 
breaking fingernails, the results are certainly far 
from uniformly successful. If the patient takes 
as much as one package a day of the ordinary 
gelatin, an occasional improvement will be noted 
after several months—but this is not the rule. 
Other forms of therapy include thyroid medica- 
tion given systemically if indicated, large doses 
of vitamin A given over a period of several 
months in the order of 50,000 to 100,000 units per 
day if indicated and, above all, care of the nails 
and removal of irritating or damaging nail 
polishes, undercoats, etc., to which the patient 
may be allergic. Of course, trauma of all kinds 
sometimes plays a role, and infections with 
yeasts and other fungi must be ruled out or 
treated if found. The same applies to skin diseases 
which often affect the nails (e.g., psoriasis). 


Diagnostic Clues in Hyperaldosteronism 


Q. What is hyperaldosteronism? Are there simple 
clues in diagnosis? 


A. Hyperaldosteronism is a clinical syndrome 
described first by Conn in 1955 in which there is 
an overproduction of aldosterone. Hypertension 
and a low serum potassium are clues to its pres- 
ence which can be verified by demonstrating the 
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presence of abnormal amounts of aldosterone in 
the 24-hour urinary excretion. However, the 
chronic administration of diuretics may also 
induce an increased aldosterone secretion as well 
as hypokalemia. For further details consult 
Clinical Physiology (edited by A. Grollman), 
chapters 25 and 26, McGraw-Hill Book Co., 
New York, 1957. 


Liver Function in Myasthenia Gravis 
Q. Is there any liver dysfunction (elevated serum 


bilirubin) found in myasthenia gravis, con- 
trolled or uncontrolled? 


A. Although I know of no specific studies di- 
rected to the answer of this question, no clinical 
evidence of liver dysfunction has so far been 
observed in the examination of many patients 
with myasthenia gravis, controlled or uncon- 
trolled. 


Gastrointestinal Allergy 
Q. Although I believe gastrointestinal allergy can 
exist, I find it difficult to understand the mecha- 
nism involved. Could you explain this and/or 
how it can produce temperature elevations of 3° 
to 4° in youngsters? 


A. Gastrointestinal allergy should be considered 
from two standpoints. First is the ingestion of a 
food or foods that produce hypersensitivity states 
such as asthma, allergic rhinitis, urticaria, angio- 
edema, migraine or other allergic diseases. Second 
is the direct effect of the allergen upon some part 
of the intestinal mucosa. 

The mechanism in the gastrointestinal tract, I 
believe, is similar to that occurring in the nose. In 
the gastrointestinal tract sensitized to a certain 
food, the boggy mucous membrane is a welcome 
site for the invasion of bacteria and this in turn 
brings about temperature elevations. 
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Special Features 


The Family Doctor and Trends of the Times 


FOUNT RICHARDSON, m.p. 


For YEARS, the American people were faced with 
the fact that the number of family physicians was 
dwindling. The tendency was to specialize. This 
tendency was frankly over-emphasized, but in the 
years since the founding of the American Acad- 
emy of General Practice, there has been some re- 
versal of this trend. We in the Academy believe 
the tide has turned from extreme specialization to 
abalanced state where the family doctor is caring 
for 60 to 80 per cent of the nation’s ills. This is 
especially true in the smaller cities; however, the 
specialist trend is still evident in the larger metro- 
politan areas. 

There are thousands of smaller towns through- 
out America where a well-trained general phy- 
sician can perform a wonderful service (and be 
well paid for it). At the same time, in the cities 
there are too many physicians for the population, 
with a resulting waste of trained professional 
ability. It is primarily a matter of distribution, 
but the medical schools themselves have a part to 
play. The primary duty of these schools is to pro- 
vide physicians for the people of our country. If 
the schools perform this duty, it is inevitable that 
they will train many more physicians to do gen- 
eral practice. They must train these men well 
enough to give superior medical attention, for, in 
my opinion, being a good general practitioner de- 
mands more of a man than being a good specialist. 
I hope the Academy can find the way to appeal 
to the medical schools and to the many founda- 
tions that give liberally to these schools. So many 
millions of dollars are given to medical schools, 
earmarked for special research problems. Seldom 
are these funds given for the teaching of phy- 
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sicians. Research is wonderful, glamorous and at- 
tractive, but the production of well-trained phy- 
sicians is a necessity. 

We have no quarrel with research, no quarrel 
with the specialist, but today’s demands for dedi- 
cated men who will look after the medical needs 
of the people are greater than ever. We must alert 
the medical schools to this need. We must find a 
way to advise our great philanthropic foundations 
that money for the education of family physicians 
is of vital importance. We are having some suc- 
cess along these lines with the medical schools, 
for our relations with them have improved this 
last year. We emphasize these contacts, for 
through them, we feel that more general practi- 
tioners may be produced. In most instances, it is 
the medical school and its teaching emphasis that 
shapes future trends in the practice of medicine. 
A few schools now have general practice depart- 
ments. It is not much, but it is a beginning. 

There is one source of help for general practice 
that is rarely touched. The people themselves 
want family doctors. A few years ago, Paul de 
Kruif’s splendid Reader’s Digest article brought 
over 100,000 letters to Academy headquarters. 
Each letter requested information on finding a 
family doctor. 

The public must be assured that if they want a 
personal physician, one can be found. We must go 
to them and tell them that they can find a family 
doctor if they are willing to see that he is given 
the same right to practice that other physicians 
enjoy. We must reach the people through news- 
papers, talks before various civic groups and by 
personal contact. The public is our best weapon 
and we, as private practitioners in an independ- 
ent profession, had better make use of that 
weapon. We must also teach the people to look 
first to their personal physician and friend and, if 
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necessary, seek further medical aid with his as- 
sistance. 


Description of Proper Relationship 


I have quit calling the family doctor the ‘‘Back- 
bone of Medicine.” He is instead the keystone in 
an arch of the finest medicine ever known, right 
here in America. He should be treated as such, 
and his value recognized. One of the finest de- 
scriptions of a proper patient-general practition- 
er-specialist relationship has come from a visitor 
from Finland, writing in the World Medical Asso- 
ciation Journal: 

“‘F came across what I consider to be the cor- 
rect general practitioner-specialist relationship in 
some hospitals in the United States. After the 
patient (sent by a general practitioner) had been 
examined in the hospital and a certain conclusion 
had been arrived at, which necessitated making 
a major decision, say, adrenalectomy for treat- 
ment of a malignant tumor, a joint meeting was 
held to discuss the patient. His own doctor, the 
general practitioner-family doctor, was invited to 
attend the conference. The examinations made of 
the patient were reported carefully, likewise the 
opinions of the various specialists on their own 
branch of medicine, and suggestions were made 
for therapy. Finally the patient’s family doctor 
was asked to give his opinion—it was he who had 
listened throughout to the reports and to what 
his specialist colleagues proposed to do. It hap- 
pened every now and then that this trusted doctor 
of the patient took a stand differing from the 
opinions of the specialist body. Failing unanim- 
ity, if the patient had to make his own decision, 
he generally trusted his own family doctor more. 
Thus the important idea that the general practi- 
tioner is responsible for the patient’s total care 
was accepted in the U.S.A., inside the hospital, 
too. Even an outsider obtained the impression 
that the patient’s own trusted doctor considered 
his problem personally. For instance, the family 
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doctor often took the line, ‘If I were in the pa- 
tient’s shoes I should like so-and-so to be done.’ 

“It is high time we in Finland also began to 
understand that specialization in more and more 
narrow fields will result in nobody taking the total 
responsibility for the patient unless the over-all 
control of the situation is left to the general prac- 
titioner who views things from a wider perspec- 
tive. The public at large, and we of the medical 
service, should be made to realize this.” 

We have no quarrel with our fellow practi- 
tioners who call themselves specialists. On count- 
less occasions we are glad to know that their 
special skills are available. The family doctor 
needs the specialist, but a man’s personal phy- 
sician is, by every token, the one most qualified 
to judge when the specialist should be called. The 
family doctor is the guardian of the needs of the 
whole patient. 

The public can help the family doctor and med- 
icine in another way, too. I speak now of our re- 
lation to the people in authority—to those who 
rule us, make our laws and direct their enforce- 
ment. 


The Family Doctor and the Government 


Too many times our governing bodies have 
come up with laws that restrict and direct our 
medical activities. I never saw a man who rel- 
ished having someone tell him what to do and 
how to do it. We resent the laws that bind us; we 
put up with the good, kick about the bad. Legis- 
lation is introduced in our state legislatures and 
in Congress in great volume, telling us how we are 
to practice medicine. In some cases, we are told 
what we can charge. For instance, we are told 
that we must lower our fees to the elderly. I would 
advise those congressional do-gooders who give 
such orders that they are at least 50 years behind 
the times. The considerate family doctor has gen- 
erally been acquainted with his patient’s ability 
to pay longer than some of our lawmakers have 
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lived. We have always charged in proportion to 
ability to pay, and the patients have been satis- 
fied. I point as support to this statement the ven- 
eration and love held for the true family doctor, 
even in these times. 

We appreciate that our lawmakers have our 
patients’ interest at heart as they offer them more 
and more handouts from the Treasury, in the 
form of state medicine. We, too, are concerned 
about their welfare and security. But, unlike our 
government planners, we are looking further to 
the future. The politician is looking for votes next 
year. The physician is looking to see what is hap- 
pening to the mind as well as to the body. 

And what is happening to us? We are sold a bill 
of goods on our so-called social security. It was 
at first bought on the grounds that it was a small 
tax, designed to assist the needy in their old age. 
The thousands of tables, news articles and radio 
talks that went out in the early days were careful 
to emphasize only what the people wanted. The 
amount they were taxed was minimized. But 
after all, the government can “give” nothing un- 
less it is first taken away from the people in taxes. 
As Bob Moreton, a Ft. Worth radiologist, once 
said, “Remember that when the government 
comes poking a bouquet of flowers at you, they 
probably grew in your garden.” 

We have been told over and over again that 
what our people need is “‘security.’”’ Sounds good, 
doesn’t it? I’d never argue the point with a 63- 
year-old man; he is too close to the government 
handout. Some have paid for it, others have not. 
But what is this “‘security?” I sincerely hope my 
little boy doesn’t hear of it for many years. I’d 
rather he hear about opportunity, about the pride 
of achievement, the development of ability. 
These are the things that will make him a real 
man. They will give him a reason to hold up his 
head and say, “‘God grant me the chance to take 
care of myself and not become a ward of the 
government.” 

Give him—give all the little boys in our coun- 
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try—opportunity. Security deadens the will. Op- 
portunity challenges the mind. Security deadens 
the desire to do. I thank God for the privilege of 
being born under circumstances that made me 
work for a living. I am not alone. Most of us have 
worked, and loved it. 

The relation of the physician to the Social Se- 
curity Act has not been friendly. Most of us re- 
fuse to retire at 65. Why, then, should we con- 
tribute to a system that denies us its fruits? We 
are further afraid of this socialized security be- 
cause we fear future control of our profession. 
It’s no secret that the social security system has 
plans for the future use of doctors on government 
payrolls. We are concerned for our independence. 
We wonder how long we will be free to practice as 
we like, and how long the patient will have free- 
dom of choice of physician. In fact, we wonder 
about the decline of the finest system of medicine 
ever produced, produced by a free and independ- 
ent profession; the decline and decay that will 
come from state socialism. 


Responsibility in Change 


Medical practice changes every day, just as the 
medicines we use and the arts we employ change. 
As these changes come, we cannot stick our heads 
in the sand and deny their existence. We can take 
an active part in the planning and implementa- 
tion of these changes. Indeed, we must take part 
in the direction of medicine in the future, or leave 
it to willing but unskilled people. We are only 
cheating ourselves when we refuse to accept this 
responsibility. There is good reason for a phy- 
sician of ability to be a member of Congress, good 
reason for physicians to appear, be heard and 
take a forceful part in our state legislatures. We 
live by the rules government makes. It is not too 
much to ask that we help make them. 

It is not too much that we get up and “‘speak 
our piece’”’ under any appropriate condition. The 
family doctor is the most loved, most respected 
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man in many communities. His opinion is given 
consideration anywhere, both in the villages and 
the legislative halls. 

We as general practitioners must realize our re- 
sponsibility to keep our goals pointed toward a 
growing civilization rather than toward a decay- 
ing one. The lesson in the decay of the Greek 
democracy is before us, if we have but the cour- 
age to look, the comprehension to learn and the 
ability to understand. Dr. Louis Orr’s classic 
address at the June AMA meeting in Atlantic 
City reminded us that when the Greeks turned 
from a democracy supported by the people to a 
welfare state in which the government supported 
the people, their civilization died. We family doc- 
tors can, and in many instances, are doing our part 
and more to prevent this same decay in our own 
civilization. 

Let me quote from an editorial on Dr. Orr’s 
address. “‘Dr. Louis Orr, president of the AMA, 
spoke out boldly in a forceful plea to allow older 
persons to continue work after 65 without penal- 
izing them by forcing them to retire on what he 
called a ‘48-cent dollar.’ He also pointed out that 
it is a rank absurdity to add taxes to the working 
people to support elderly people, who, in thou- 
sands of cases, are able to take care of themselves. 

“What Dr. Orr said had further and finer im- 
plications than that which first meets the eye. 


His recommendations could lead to a return to 
the days of self-sufficiency, when people were 
proud; proud to take care of themselves; proud 
to take care of their parents. Pride of this type is 
the kind of pride that makes a nation strong. We 
could call on our lawmakers to help us rebuild a 
population that prided itself on its independence. 
“Why don’t we teach our children to take care of 
our old people—the family way?’ asks Dr. Orr. 
And why indeed! The streamlined age in which 
we live may be getting along faster but it is defi- 
nitely not watching where it is going. The lesson 
of history, so vividly portrayed by Dr. Orr in 
several of his speeches, is being seriously ignored. 
Forcing our oldsters on the shelf (and all but the 
doctors have succumbed) is the lack of sense of 
responsibility. These oldsters are needed in our 
economy not as drones of our society but as will- 
ing and competent workers. Dr. Orr makes an 
eloquent plea to allow these competent men to 
continue their productivity and their contribu- 
tion to society. They are not wasted, they are 
needed.” 

I am not afraid of the future. We must put our 
best brains to the direction of our destinies. We 
must correct them when needed, support them 
when they falter and put medicine and good med- 
ical philosophy in the planning and direction of 
our civilization. 


Hemophilia WE OWE THIS TERM to Johann Lucas Schonlein, a German physician, who in 1828 applied 
the term to all cases of the hemorrhagic diathesis. This familial disease, which is charac- 
terized by a delayed blood-clotting time and which frequently results in uncontrollable 
hemorrhage, was known to the ancients. The old Hebrews knew hemophilia, since the Talmud 
forbade the circumcision of boys of those families in which the death of two successive sons 
had followed this rite. The disease was also described by Albucasis in the Tenth Century, 
but was not established as a separate disease entity until 1823 by John Conrad Otto, a Phila- 
delphia physician. Hemophilia is composed of the Greek word for blood, which is ‘“haima,” 
plus the Greek “‘philos,” or love-—The Story Behind the Word, by Harry Wain, M.D. 
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A Lawyer Looks 
at Medical Reports 


STANLEY D. ROSE 


During efforts at settlement 

of a personal injury case, the nature 

and consequences of the plaintiff's injury 
are medical issues. Inadequate reports 

by doctors result in the lawyers 

debating the medical issues. 


OF THE THOUSANDS of personal injury cases that 
are presently clogging court calendars throughout 
the United States, a very large percentage of 
them will be settled prior to trial. In terms of 
both time and expense it is usually to everyone’s 
best interest to attempt to negotiate a settlement 
of such cases. Certainly the judges are for com- 
promises and their full influence is exerted toward 
achieving them. 

Since the basis of our law continues to be the 
adversary proceeding, a settlement in a personal 
injury case must satisfy both sides. The plaintiff 
must feel that his injury, pain, inconvenience and 
expenses are being at least partially compensated 
for by the settlement. He will probably have been 
induced to take less than his full claim because he 
has been assured by his lawyer of the uncertain- 
ties and the interminable length of litigation. The 
defendant will agree to settlement for a variety of 
reasons. The primary reason, of course, will be his 
lawyer’s professional opinion on the legal liability 
of the defendant. If liability appears probable or, 
at least, sticky, the lawyer will usually recom- 
mend efforts at settlement. 
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Is the patient’s back pain a result of an accident or of a 
condition she had prior to the accident? If the doctor’s report 
does not make this clear, the lawyers will make it a point of 
debate. 


Legal vs. Medical Issues 


At this point, there then remain two major 
problems: The value of the settlement and the 
medical aspects of plaintiff’s case. There is no 
necessary connection between plaintiff’s claim 
and what he will settle for. “‘A’’ may sue ““B” for 


_ $50,000, but the settlement may be for any 


amount up to that. Indeed, under certain circum- 
stances, a settlement may be for more than the 
amount of the original claim. Among the impor- 
tant factors in determining the value of a claim 
are such as the nature of the injury, the expenses 
sustained by the plaintiff and the value of such 
cases in the jurisdiction where the case was 
brought. In general, a claim would be worth more 
in New York City than in a rural district in, say, 
South Carolina. The dollar has different values to 
different juries. 

The money value of the plaintiff’s claim is a 
matter of opinion to be resolved by the lawyers 
negotiating the settlement. The probability of 
liability is a legal issue. The claimed expenses of 
the plaintiff are verifiable. However, the nature 
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and physical consequences of the plaintiff’s injury 
are medical issues, which should be settled by 
doctors. Unfortunately, it is not uncommon to 
find the lawyers debating about the medical 
issues in a case. One important reason for this 
situation is to be found in the frequent shortcom- 
ings of the medical reports submitted by the doc- 
tors in these types of cases. 


Inadequate Medical Reports 


This, of course, is not a blanket charge. In 
cases where the medical issues are crucial (for 
example, in malpractice cases), we find adequate 
reports along with the interesting development of 
medical reports on medical reports. But in the 
great bulk of cases the medical issues are not com- 
plicated. A whiplash injury, a fracture and such 
are the usual run. Specialists in some particular 
branch of medicine are not the key personnel in 
such cases. More likely, it is the general practi- 
tioner who has treated the plaintiff from the time 
of the injury. Hence, it will be to the general prac- 
titioner that the plaintiff’s attorney will turn and 
request a medical report upon the injury. This 
report, along with other pertinent documents 


such as those itemizing expenses, will accompany | 


plaintiff’s offer of settlement to counsel for the 
defendant. The defendant and his counsel will 
consider these papers and may reject the offer, 
accept it or make a counteroffer. Frequently the 
defendant will ask the plaintiff to submit to a 
medical examination by a doctor of the defend- 
ant’s own choosing. This latter doctor will sub- 
mit a medical report and then, as the saying goes, 
the fat will be in the fire. 


Common Shortcomings 


The reports should be reasonably comprehen- 
sive in stating the nature of the injury, the treat- 
ment given and the consequences, temporary or 
permanent, of the injury. Of two reports, the one 
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that best satisfies these requirements will have 
the most weight. An obviously inadequate report 
will have only minimal influence. Consider the 
following example of a document entitled ‘‘Med- 
ical Report” and bearing the plaintiff’s name. 

A woman was thrown out of a car in a collision. 
Not too seriously injured, she sued for a little 
over $5,000. She offered to settle for $2,500. This 
is the complete medical report—undated—that 
accompanied her offer: 

“1. Traumatic arthritis—left elbow—will cause 
discomfort for indefinite period of time, particu- 
larly after excessive use, exposure to cold or 
dampness. 

“2. Injury to leg—no further disability can be 
anticipated although patient still complains of 
intermittent pain.” 

On the basis of this report prepared by the 
plaintiff’s doctor, the defendant offered to settle 
plaintiff’s claim for $500. And the plaintiff could 
hardly complain. Her own doctor had clearly 
stated that whatever it was that had happened to 
this woman in the accident, the consequences 
were now completely cleared up or had cleared up 
at the time of the writing of his report, whenever 
that was. 

My doctor friends scoff at the assertion that an 
undated medical report would very often, if ever, 
be submitted. But such reports appear often 
enough to make it a not too unusual occurrence 
to a lawyer whose daily duty is to evaluate such 
reports. It may also be pointed out that it is even 
more common to receive medical reports with no 
indication of the age of the patient being exam- 
ined. I have had more than my share of reports 
on “well-developed, well-nourished, obese, white 
females” with no indication as to whether they 
were 18 or 58 years old. 

An undated report may cause special difficul- 
ties, but it can usually be inferred that the report 
was prepared recently for purposes of the settle- 
ment. A failure to indicate the age of the patient 
is more serious, because age is usually an essential 
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element in the final evaluation of the case. It is 
also an essential element in the strictly medical 
evaluation. 

It can be admitted that it was an error in judg- 
ment for the lawyer to have submitted the report 
quoted above. But it may also be asked whether 
the doctor who wrote it had given any thought at 
all to the purpose of the report. What this doctor 
submitted should have been the last paragraph in 
a reasonably extended statement on what hap- 
pened to the plaintiff, what treatment was given, 
where and by whom, some statement regarding 
her present health and, finally, a summary. 

In another case, the plaintiff received a back 
injury when his car was struck in the rear by 
another car. He sued for $46,000 and offered to 
settle for $12,500. The first medical report re- 
ceived pointed to a back injury and a noticeable 
limp caused by a weak right leg. There was no 
mention of any connection between the limp and 
the accident. Further investigation revealed that 
eight years prior to the accident, the plaintiff had 
received a medical discharge from the Army fol- 
lowing an attack of poliomyelitis. The lawyers 
immediately took sides. The defense claimed the 
limp was entirely attributable to the polio; the 
plaintiff’s counsel found it an obvious conse- 
quence of the collision. Before this debate had 
proceeded very far, a second medical examination 
of the plaintiff produced the news that he had a 
congenital foot defect. This had brought on pos- 
tural defects which aggravated the back injury 
and prolonged the consequences of the accident. 
The consequences of the poliomyelitis were long 
since gone. The inadequate medical report had 
encouraged a needless and pointless debate on the 
medical consequences of the accident. 


Omissions 
A 5-ft., 189-lb. woman was in a rear-end auto 


collision. It was clear that she had had a back 
injury. Her doctor’s report listed symptoms 


G P February 1960 


of headache, blurring of vision, shortness of 
breath, back and leg aches, etc. A second report 
introduced the additional fact of her hyperten- 
sion. There ensued an angry debate as to which 
symptoms were attributable to the hypertension, 
which did not arise out of the accident, and 
which symptoms were probable consequences of 
the back injury sustained in the accident. Further 
medical advice brought some order into the dis- 
cussion. If all the complaints were listed in the 
first report, some candor or, perhaps, some order- 
ly thinking should have impelled the mention of 
all known physical disorders to which some of 
these symptoms could be assigned. 

The idea of candor is introduced advisedly. It 
is expected that doubts will be decided by the 
plaintiff’s doctor in favor of the plaintiff. The de- 
fendant may even expect to find some padding 
here and there with respect to claims of pain, for 
instance. But an omission of an obviously perti- 
nent medical condition, especially in the face of a 
probable examination by the defendant’s doctor, 
is most ill-advised. And when the condition is ad- 
mitted, it is imperative that the doctor express an 
opinion on its relation to the accident and its 
effect upon the patient’s present physical condi- 
tion. The loose ends must be tied together in the 
report by the doctor or they will be tied together later 
by the lawyer. 


Vagueness 


These previous examples have involved omis- 
sions that proved to be essential. Another prob- 
lem is lack of clarity, which lessens the value of 
the report. A recent example of this type of prob- 
lem is in the following case. 

A 10-year-old boy was struck by an automobile 
and remained in a coma 18 days. The surgeon 
who saw him shortly after the accident performed 
burr hole explorations on the right side of the 
head. There was evidence of brain contusion at 
the site of all the openings. About a year after the 
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operation, an undated report was received from 
this surgeon. He reported that the patient showed 
slow but progressive improvement following sur- 
gery. All we now know is that the boy recovered 
consciousness two weeks after the operation and 
was then able to take fluid and some food. The 
final sentenee in the report is: ‘Further and con- 
siderable improvement can be reasonably expect- 
_ ed.” There is no indication as to what kind of 
improvement was expected. Nor was it determi- 
nable when the report had been written. The fact 


was that 18 months after the accident, a great 


change had been worked on the patient. From an 
alert, intelligent, thin boy he had become obese, 
sluggish and obviously retarded. The defendant’s 
attorney had a doctor examine this boy. This 
second doctor set forth the evidence of the per- 
sonality changes that had taken place. It was 
clear that serious brain damage had occurred. 
Again, the final sentence read: “I feel these dis- 
abilities are permanent and that he will show but 
little improvement and possibly none over his 
present state.” It still was not clear what kind of 
“improvement” was being discussed. Would the 
boy be able to continue through school? Would 
he learn to read or would his intellectual skills 
remain at the present fourth-grade level? Thus 
we have two reports. 

We know the boy was hurt, and yet we hav 
no informed medical opinion as to what we may 
expect to be the permanent consequences of the 
accident. With this information before us, it is 
hard to see that the necessary facts are present 
with which to evaluate the case. 

It may be that the attorney arranging for the 
medical examination in the above case made no 
requests for specific types of information. But it 
remains an open question as to what the doctors 
writing these reports in this case thought they 
were doing. As mentioned before, the purpose of 
the report is to get an informed medical opinion 
into the case which will state what happened, 
what was done and what may be expected to re- 
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sult from the injury. What the doctor leaves out, 
the lawyer will supply. 

These examples go to the fullness of the report 
and the clarity of the description of the injury. 
The next consideration is an intrusion, frequent 
in medical reports, into a nonmedical field. 


Impairment vs. Disability 


A common final flourish in medical reports 
reads: “I conclude that the patient has sustained 
a permanent disability of about 40 per cent.” It 
may be questioned whether few (if any) doctors 
who write such a sentence have given any thought 
to the meaning of what they are writing. 

Suppose a man loses his left arm 2 inches from 
the shoulder. We can safely assume that he has 
suffered a 100 per cent permanent impairment of 
his left arm. That is a medical decision. As a con- 
sequence of this injury, what is the permanent 
impairment of the whole man? What is the per- 
manent disability of this man? The answers to 
the last two questions are not medical decisions. 

There are elaborate techniques for determining 
the degree of impairment of specific organs. But 
an AMA committee concluded that there was ‘‘no 
comprehensive practical system of the type nec- 
essary for the evaluation of permanent impair- 
ment by individual body systems or of the whole 
man.” The committee stated that ‘a patient is 
‘permanently disabled’ or ‘under a permanent 
disability’ when his actual or presumed ability to 
engage in gainful activity is reduced or absent 
because of ‘impairment’ and no fundamental or 
marked change in the future can be expected.” 
This is not a medical condition. The committee 
pointed out that “evaluation of permanent dis- 
ability is an appraisal of the patient’s present and 
probable future ability to engage in gainful activ- 
ity as it is affected by nonmedical factors such as 
age, sex, education, economic and social environ- 
ment and the medical factor—permanent im- 
pairment.”’ 
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Evaluation of permanent disability is a diffi- 
cult problem, and yet it is done every day by 
judges who make awards and lawyers who enter 
into settlement of these types of cases. It requires 
not only experience in making the evaluation but 
also information that would not be likely to come 
within the purview of a doctor making a routine 
medical examination. As an example, take the 
man mentioned above who lost his left arm 2 inch- 
es from the shoulder. We agreed that he had sus- 
tained a 100 per cent impairment of the left arm. 
Assuming further that at the time of the acci- 
dent, he was a truck driver earning $4,500 per 
year, we may now conclude that he is 100 per cent 
permanently disabled as a truck driver. But two 
years after the accident, when settlement is being 


discussed, we find this man employed as an in- 
surance salesman. He is currently earning $6,000 
a year, and the prospects are unlimited. What 
shall we now say of his permanent disability? 
Obviously, there isn’t any. In terms of settle- 
ment, this means that in deciding upon an ap- 
propriate figure, the factor of permanent dis- 
ability need not be considered. There may, how- 
ever, still be a substantial settlement for pain, 
suffering, expenses and such items of damage. 

These examples point to some of the more com- 
mon shortcomings in medical reports submitted 
by physicians in personal injury cases. It is hoped 
that the physicians will be encouraged to make 
fuller reports, taking care to avoid some omis- 
sions that may lessen their value in court. 


Fewer THE NumBer of children who have lost both parents has dropped 93 per cent in 

the past 40 years. Last year the nation could count 52,000 orphans. If the life and 

and Fewer death conditions of 1920 had prevailed, the nation would have had 750,000 orphans. 

Although there are about 2,700,000 children in the nation under 18 who have lost 

Orphans one or both parents, this number would be around ten million if science and medicine 
had not brought about improved health. 

Credit for the diminishing number of orphans—and the old-fashioned orphan 
asylum—goes primarily to research, wonder drugs, antibiotics, vaccines and im- 
provements in surgical techniques. 

AP Columnist Cynthia Lowry reports that since 1937 alone the chemical revolution 
in medicine has kept alive more than three million people. 

Along with decreased numbers of orphans, there has been an increased under- 
standing of children and their problems. For this reason, the number of institutions 
for children has remained about the same (approximately 1,600) since 1920. How- 
ever, there is more and more emphasis on quickly placing children in adoptive homes. 
Welfare funds often enable widowed mothers to keep their families together. 

Scores of communities have closed orphanages to place children in foster homes. 
In this connection, John A. Reid, executive secretary of the Child Welfare League 
of America, warns that communities that provide for orphans through long-term 
institutional care are literally endangering the lives of those children. 

“There is clear evidence,” he says, “‘that a much higher incidence of mental dis- 
turbance and stunted physical and mental development exists in children who have 
been subjected to this type of care, regardless of the quality of the care.” 
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Pediatrics in General Practice 


The following information was obtained from the 
Second Professional Practice Study (Pediatrics) 
of Its Members by the American Academy of 
General Practice. 


DOES YOUR pediatric practice parallel that of the 
average Academy member? If it does, one-third 


of your patients on your last working day were _ 


14 years old or younger. A study of Academy 
members reveals that the number of contacts 
with pediatric patients (through the fourteenth 
year) averages 14 a day. This compares with a 
grand total of 38 patient contacts. Figures in- 
clude telephone calls as well as personal visits 
(the typical Academy member has as many 
patient contacts by telephone as by combined 
hospital and house calls). Figure 1 shows a 


ses of skin and cellular tissue — 


nts, poisonings, violence — 
er cent 


r cent 
tive system ailments — 


er cent 


enitourinary system ailments — 


8 per cent 


ymptoms, ill-defined conditions, other — 


8 per cent 


Children (under age 15) j 
Adults 


OFFICE HOSPITAL TELEPHONE HOME 


FIGURE 1. Method of Patient Contact 


breakdown of total daily patient contacts, both 
adult and pediatric. 

Seven and one-half per cent of Academy mem- 
bers say they routinely refer patients under 15. 

Figure 2 shows why pediatric patients con- 
tact you. It is modification of the International 
Classification of Diseases, Injuries and Causes of 
Death. Observe that two categories (health 
supervision and respiratory system ailments) 
account for 64 per cent of your contacts with 
children. The remaining 15 categories diminish 
rapidly in numerical relationship. 


Ailments of sense organs and nervous system — 


Diseases of early infancy and congenital 


malformations — 1.1 per cent 
Mental, psychoneurotic and personality 


disorders — 0.8 per cent 


Diseases of blood and blood-forming 


organs — 0.8 per cent 


Metabolic and nutritional diseases — 


1.1 per cent 


Circulatory system diseases — 


0.5 per cent 


Musculoskeletal disorders — 


0.9 per cent 


Neoplasms — 
0.2 per cent 


*(Including i izations, routine health examinations, advice on feeding, and other care designed to maintain health of well children.) 


FIGURE 2. Reasons for Contacts with Pediatric Patients (International Classification) 
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Adequate Office Equipment 


GLENN C. KREAMER 


Adequate, up-to-date office equipment 

is as essential to your practice 

as your medical equipment. Glenn C. Kreamer, 
Kansas City, Mo., assistant manager, 
Professional Management Midwest, 

discusses various types of office equipment 

and the advantages of each. 


ONE OF THE BASIC prerequisites for efficiency and 
ease of practice in a medical office is adequate 
office equipment, yet too many doctors “‘make do”’ Case histories are easier to dictate than to write. Using dictat- 
with equipment that they happen to have. By so ing equipment will save time for the doctor and his secretary. 
doing they are reducing the quality and quantity 
of work they and their staff can do. Instead of 
saving money, they’re losing it! Careful thought 
should be given to the office equipment you have. 
You would not think of using medical equipment 
and instruments that were inadequate; office 
equipment is equally as important. —_——* 


Desks 


Before deciding upon a desk for any office, four 
things should be analyzed: (1) size of the room; 
(2) type of work the person using the desk will be 
doing; (3) drawer and work space required; and 
(4) color scheme. The physician needs a desk that 
will enable him to keep things organized and have j 
sufficient work space. Even more so, your secre- - =) 
tarial help needs the right desk. The average sec- 
retary should have a standard secretarial desk ; 
with typewriter platform. These desks are avail- 
able in various colors and sizes. In some cases, mM : 
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particularly where space is a problem, you may 
be wiser to have your desks built in to fit your 
special needs. In the long run this may be most 
economical and practical. 


Dictating Equipment 

The first argument to be won is the old ques- 
tion of whether it is more efficient to dictate to a 
secretary or to a machine. This is almost a one- 
sided argument when one considers that it is far 
more economical not to use your secretary’s time 
as well as your own when you are dictating, and 
it is far more convenient to be able to dictate 
whenever you wish rather than wait for your sec- 
retary to be free or interrupt her work. 

The advantages of dictating equipment are 
several. If case histories are dictated, they will 
usually be much more complete and accurate, 
especially if they are dictated immediately after 
each patient is seen. This also avoids the accumu- 
lation of work at the end of the day and reduces 
the temptation to “postpone until tomorrow” 
when you are particularly tired or late. Complete 
histories are a protection to the patient (you are 
fallible even though your memory may be excel- 
lent), and a protection to yourself in the case of 
professional liability suits. 

Second, your histories will usually be more cur- 
rent. They are easier to dictate than to write and 
it is usually faster for a girl to transcribe from a 
machine than from her own shorthand notes or 
your longhand. Finally, your histories being more 
complete and current, letters to referring doctors 
will also be more complete due to the available 
information and the ease of dictating. 

As a general rule, each doctor should have his 
own dictating equipment. This is best kept in his 
consultation office. In larger groups, however, it 
is often practica] for several doctors to share a 
machine. In this case, dictating cubicles have 
been found most convenient. 

The cost of dictating equipment varies from 
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approximately $200 to $400 per unit (dictating 
and transcribing units). There are combination 
machines from $225 to $450, approximately. The 
disadvantage to these, obviously, is that you and 
your secretary cannot use the machine at the 
same time. This may occasionally be inconvenient. 


Files 


It is important that your accounts receivable 
file be fireproof and have a lock, and there are 
certain advantages to having all fireproof files, 
though the cost is considerably more. In purchas- 
ing a file, there are a number of things to look for. 
Free-coasting slides and steel rollers, latch re- 
leases, “followers” that are easy and quick to 
move and drawers that pull completely out so 
that even the last files are visible are marks of a 
good file. Some files have additional features such 
as those with flexible fronts. This means the front 
of each drawer slants toward you several inches 
upon release enabling you to keep the drawers 


filled to capacity and still have files easy to read, 


remove and replace. There are files with compact 
height—less space between the drawers. In a 
four-drawer file this can save approximately 
seven inches in height and give you the same file 
space. Remember also that a five-drawer file 
takes no more floor space than a two-drawer file. 
Plan for the future. The cost of fireproof files with 
lock is approximately $200. Nonfireproof files 
can be purchased for $75 or more. ; 
Recently many doctors have utilized open- 
shelf filing. This is simply shelving with back and 
sides on which the case histories are placed stand- 
ing up and running from left to right instead of 
from front to back as in drawers. The greatest ad- 
vantage, of course, is the space saved and at $5 
per square foot or in a crowded office, this is an 
important item. Histories on open shelves are 
easier to locate and save the time and effort that 
is required to open and shut drawers. If the files 
are packed closely, dust is a small problem. Occa- 
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sionally a vacuum cleaning unit run over the top 
to remove. accumulated dust will be sufficient. 
Even if you do not use open-shelf files for your 
active histories, they are certainly practical for 
your inactive records. 

One of the keys to good filing is proper index- 
ing. Many offices use a simple 26-letter break- 
down of the alphabet which is usually highly in- 
adequate. Sufficient breakdown of the alphabeti- 
cal index saves time and prevents errors in locat- 
ing and refiling. 

It has been our experience that entirely too 
many Offices lack proper filing equipment, either 
in quality or quantity. Some may have sufficient 
files for their actual records but overlook the ad- 
vantage of using files for the material that you 
wish to keep but cannot properly catalogue under 
the usual files. Rather than letting this pile up on 
top of the files, in corners or on bookcases, it 
should be kept neatly stored in less expensive 
files. Your filing equipment can be made attrac- 
tive by having it spray-painted to match your 
color scheme. 

You usually get about what you pay for in files 
and they are a good investment. Adequate files 
greatly facilitate the work of your assistants and 
protect you against misplaced records. 


Typewriters 

The one piece of equipment in a medical office 
that is probably most frequently obsolete is the 
typewriter. Every office should have a modern, 
standard-size typewriter. Your secretary needs 
this so that she can do her work with reasonable 
ease and neatness. Elite (small) type is prefer- 
able to pica (large) type. For the best value your 
typewriter should be traded at least every five 
years if it receives average use. For more or less 
use, the time would vary proportionately. The 
important thing is that it should be kept clean 
and in good repair. Where a great deal of typing 
is required (correspondence or manuscripts), 
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electric typewriters are faster and less fatiguing 
to operate. However, they are also considerably 
more expensive and often not practical in the 
office. 


Adding Machines 


Every office should have an adding machine to 
improve the speed and accuracy of the bookkeep- 
er’s work. Small machines are adequate and can 
be obtained for approximately $150. 


Posting Machines 


It is our belief that almost every well-estab- 
lished office can use a posting machine to advan- 
tage. The “rule of thumb” you might use in de- 
ciding your own need for such a machine is the 
variety of services offered and the number of 
statements that go out each month. If you have 
500 or more statements, you could well use a 
posting machine. 

One of the primary advantages of a posting 
machine is the time saved at the end of the month. 
Daily posting to accounts is usually no faster 
than hand posting, but at the end of the month, 
everyone who was in during the month automat- 
ically has a statement already prepared since 
they are posted simultaneously with the ledger 
sheet. And the second real advantage is that 
these statements are itemized. It is true that those 
accounts with no activity during the current 
month must be hand-typed, but at least each 
time a patient is in, he receives an itemized state- 
ment showing the services rendered. This is an 
important public relations gesture as well as a 
safeguard against errors and misunderstandings. 

Another advantage, of course, is reduction of 
errors. Since ledger and statements are posted 
together, there is less likelihood of error in copy- 
ing amounts. Every machine provides a proof of 
each posting and the larger machines provide 
proofs of totals. 
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Finally, machine-prepared statements are usu- 
ally much neater than hand-typed or written 
statements and give the patient the impression of 
real efficiency in your office. Posting machines 
can be purchased for approximately $600 up. 


Peg Board Systems and Duplicating 
Equipment 

Using a peg board, your secretary can enter the 
name of the patient, his charge, payment and 
balance on the day sheet, the ledger card and 
receipt in one operation. If desired, she may also 
enter it on the statement by using another car- 
bon. This obviously means a saving of time plus 
reduced possibility of error. The day book (or 
journal sheet) provides a space for the starting 
balances as well as the ending balances; therefore, 
proof of posting for the day is easily obtainable. 

This system is used to advantage in many of- 
fices. However, it might present some problems 
in a very busy office where pulling of ledger sheets 
to complete posting in one operation would not 
be feasible for all patients. It would have to be 
done for those paying cash in order to make out 
the receipt. But charges without payments could 
be posted the following morning or as time pre- 
sented itself. 

Peg board systems probably work best with 
duplicating equipment. That is, all posting except 
the statements would be done on the peg board 
and the ledger sheet could be reproduced for the 
statement. The biggest advantage to duplicating 
equipment is again the time saved. Certainly it is 
faster to reproduce the entire ledger sheet than to 
itemize a statement either by hand or on the type- 
writer. The disadvantages lie in the appearance of 
the statement prepared with electronic processes 
since the paper that must be used for the statement 
is similar to onion skin and the copy is often not 
uniformly clear. If it is a liquid process, the exact- 
ness required is time-consuming. Also, it would be 
important that the ledger sheet be kept very neat 
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since it is reproduced exactly as is. It must be 
remembered, too, that the entire ledger sheet is 
reproduced, not simply one month or even sev- 
eral complete months. This might confuse some 
patients. The cost of the paper is also somewhat 
more expensive than that of ordinary statements. 
Nevertheless this process is a time-saver and 
should be given careful consideration if you have 
a great quantity of statements to send at the end 
of each month, particularly accounts more than 
one month old that would not be prepared by a 
posting machine. 


Addressing Machines 


There is a comparatively new addressing unit on 
the market that costs less than $100. The name 


and address of the patient are typed or printed 


on a paper master which is attached to the ledger 
sheet. At statement time the statement is placed 
under the ledger sheet and the name and address 
are transferred to it by pushing a lever on the 
machine. This takes about three seconds and is a 
considerable time-saver over typing or printing 
the headings individually. If the address of a pa- 
tient changes, a new master is prepared and re- 
places the old paper master on the ledger sheet. 
Many doctors are now using this system to real 
advantage. 


Postage Meters 


The true value of the postage meter is in the 
combination unit that seals the envelope as well 
as stamping it. The volume of your daily mail 
plus your statements would determine your need 
for a meter. If you have a number of letters each 
day, particularly of varying weights, or packages, 
as well as several hundred statements at the end 
of the month, you should investigate the type and 
cost of postage meters available. In the average 
office, however, stamped envelopes for state- 
ments make postage meters unnecessary. 
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Safes 


If you have a fireproof, locked file for your 
accounts receivable, ledger and valuable papers, 
a safe is usually not necessary. And we generally 
recommend purchase of such a file in preference 
to a safe, since it has more versatile uses. How- 
ever, if you do not wish to purchase such a file, 
then you should have a small safe for your valu- 
ables. In case of fire, saving your accounts receiv- 
able may save you thousands of dollars. 


Inter-communication Systems 


In the average office, an inter-communication 
system on your telephone is most practical and 
efficient. The cost varies with the number of sta- 
tions. In larger clinics a separate system of the 
telephone type is sometimes simpler. We do not 


favor the loud-speaker type. Not only are voices 
frequently indistinct over them, but everything 
said is obviously audible to anyone in the room. 

These, then, are the major types of equipment 
necessary for the average medical office. If you 
have adequate equipment, you will find your 
work and the work of your staff is facilitated and 
improved to a very great extent. It is well to bear 
in mind, too, that patients judge you by the equip- 
ment you have and the type of work your assist- 
ants put out. Modern equipment tells the patient 
that you are keeping abreast of the times in your 
office and they are inclined to expect the same in 
your practice of medicine. Neat, accurate state- 
ments and letters inform patients that your as- 
sistants are competent and efficient and again 
encourage them to have confidence in all of you. 
Let your equipment serve you to advantage and 
tell a favorable story to your patients! 


Hawaiian Accorpine To A 1957 Metropolitan Life Insurance Company survey, Hawaii’s health 
record has improved greatly since 1940, due to environmental sanitation and a general 
Health rise in living standards. Control over infectious diseases has been especially effective. 
Tuberculosis mortality decreased approximately 95 per cent from 1940 to 1957. In- 
Impr oved fluenza and pneumonia death rates were cut by about one-half in those years. Child- 
hood diseases (measles, scarlet fever, whooping cough and diphtheria) have been 

almost completely eliminated as causes of death. 

Excellent progress has been noted in decreasing infant and maternal mortality. 
Compared with 44 infant deaths per 1,000 births in 1940, the mortality rate in 1957 
was only 24 per 1,000; maternal mortality dropped from 2.4 per 1,000 live births in 
19490 to 0.4 per 1,000 in 1957. 

Principal causes of death in our newest state are much the same as on the main- 
land. Diseases of the heart are responsible for nearly one-third of the total mortality. 
Others, in order of their rank, are cancer, diseases of early infancy, accidents, and 
influenza and pneumonia. 

In both sexes the life span for Hawaiians is slightly longer than for persons in the 
continental United States. A life table for 1949 to 1951 shows that the Hawaiian 
male lives approximately 67.76 years, and the female, 71.29 years, as opposed to 
65.47 years and 70.96 years for men and women, respectively, on the mainland. 
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| Keep Hearing Aids 
Off the Shelf 


JOHN E. EICHENLAUB, M.D. 


AS OUR GERIATRIC population increases, so will 
the need for hearing aids. Unfortunately, need 
and desire do not necessarily go hand in hand. 
Too many people refuse to buy a hearing aid; 
others refuse to wear them. 

Relatives find that nagging and arguing are to 
no avail so they turn to their family physician in 
the hope that he can persuade the patient to 
wear the aid. The most important therapy the 
doctor can prescribe for this problem is emo- 
tional support during the adjustment phase. 


Retraining Auditory Perception 


The most direct attack on nonuse of hearing 
aids is a retraining program. As one otologist 
said, “The best, most urgently needed hearing 
aid sounds the worst to the patient at first. For 
years, he’s gradually trained himself to interpret 
mushy distortion as normal sound. When you 
build up the dulled frequencies, every ‘s’ and ‘p’ 
shoots through his head like a rocket. You’ve got 
to warn him ahead of time that he’s going to need 
a long period of retraining before he’s at ease with 
his aid. You’ve got to see him at intervals for the 
specific purpose of remarking upon the progress 
he’s made and the further progress he can ex- 
pect.” 

The patient’s ego must be built up and he must 
be encouraged to try harder. If he thinks he’s 
progressing, he’ll be less likely to discard his 
hearing aid after a few trial weeks. 
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The patient won’t be discouraged by emphasis 
on a training phase. Once he gets to the doctor’s 
office, he’s already decided he needs help. 

To help the patient recognize his own progress, 
one physician gives his patients a list of similar- 
sounding words, with the instructions that these 
must be read aloud to the patient once a week 
during the retraining period. Although this 
method may not be scientifically valid—some 
patients will know the list from memory at the 
end of the period—the patient will take heart in 
each increasing score during the weeks before 
improved speech perception becomes obvious in 
ordinary social exchange. 


Encourage Matter-of-Fact Acceptance 


The next most direct means of encouraging use 
of a hearing aid is to work through the patient’s 
family and friends. They must be urged to accept 
the aid as a piece of normal, personal equipment. 
Self-consciousness puts a lot of hearing aids on 
the shelf. 

One of my colleagues advised the husband of a 
patient who was to get a hearing aid in this way: 

“For the next few weeks, your wife will be ter- 
ribly conscious of fine shades of difference in the 
way people talk to her or respond to her. If she 
feels that wearing a hearing aid works like wear- 
ing a veil, that it makes a blank front to which 
people talk when they should be looking at her 
face, she’ll put it in the drawer for good. Your job 
is to see that she feels just as loved, just as want- 
ed and just as much a part of every group as she 
was before she started wearing the aid.” 

This emotional buildup must be taken step by 
step. It is important to get the patient out in 
family groups or among close friends. The people 
involved should be warned not to make an issue 
of the hearing aid. They must talk to the person, 
not the instrument. Contact should be limited to 
smaller groups at first. Aids work best in small 
rooms without much background noise, and con- 
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versation is easier with one person than with a 
big group. If the patient has some individual to 
talk with most of the time, and if his close friends 
have been asked in advance to watch out for him, 
he will enjoy himself more. If the patient can get 
through the first few weeks easily chances are 
that he will never discard his hearing aid. 

Reinforcing the patient’s self-esteem is impor- 
tant. The next most direct means of promoting 
use of a hearing aid is through over-all compli- 
ments, respectful gestures and general reassur- 
ance. Many people associate hearing defects with 
old age, and old age with distinct decline in 
worth. The family doctor can take steps to com- 
bat this feeling in his patient by reaffirming gen- 
eral good health on every office visit, if at all 
possible. The patient’s relatives should be en- 
couraged to show respect for the person, his cur- 
rent capacities and future potential. 


Nonuse May Be Deliberate 


Patients often stop wearing their hearing aids 
deliberately or subconsciously to punish or gain 
attention from the very relative who appeals to 
the family doctor for help. As one psychiatrist 
said, “Poor hearing is a wonderful bludgeon. One 
patient of mine used to put up her hearing aid 
whenever she wanted to bring her daughter in 
line. It was a sort of social hunger strike. She 
starved herself for the social contact her family 
knew she wanted, in a way which made those 
around her feel like heels. Now that the family 
understands this, they can usually find out 
what’s wrong and set it straight.” 

Even though the patient has abandoned wear- 
ing his hearing aid, he can often be persuaded to 
put it on again. The following steps have proved 
of great value in the reorientation situation. 

1. An initial series of training periods to re- 
learn perceptual patterns before using the hear- 
ing aid in social situations. Patients who have not 
worn their aid continuously need a more gradual 
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approach. Someone should read aloud to them 15 
minutes a day, and the patient should listen for 
consonant sounds and watch the speaker’s lips. 

2. Increase tolerance to background noise. 
While the patient is being read to, a radio should 
be playing in the background, with the volume 
increased at regular intervals. 

3. Conversation with groups. After two to four 
weeks’ training, have the patient wear his hearing 
aid to dinner each evening. In this way, he will 
become accustomed to the process of “tuning in” 
one speaker after another. 

4. Pampering and extra attentions. Previous 
failure with the hearing aid shows a need for 
respect and emotional support. 

Some patients leave off their hearing aid be- 
cause better hearing threatens an established, 
functioning psychologic defense. One psychiatrist 
points out that avoiding paranoia is a good reason 
for fitting an aid, “but if the patient is far 
enough gone, he doesn’t want his delusions blast- 
ed. You’re wasting your time talking hearing aid 
unless you can clear up the underlying problem.” 
For these cases psychiatric aid may prove worth- 
while. 
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Reading aloud to the patient, an important part of the retrain- 
ing period, will greatly improve his speech perception. 
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In this series, 

a well-known legal author 
discusses some landmark cases 
in the continuing development 
of the law as it pertains 

to the tort liability 

of physicians. 


Negligence and Malpractice 


HOWARD NEWCOMB MORSE, LL.B. 


Thomas vs. Merriam 


In a malpractice action, the evidence was sufficient 
to take the case to the jury on the theory that the 
physician had been negligent with regard to irrigat- 
ing a “T’’ tube placed in the common duct after a 
gallbladder operation and that such negligence had 
caused injury to the patient’s liver. 


Gaar Thomas, a 68-year-old resident of Fair- 
view, Mont., became ill. Dr. Gordon Merriam, a 
physician practicing medicine in Fairview, was 
called to attend him. Thomas was first taken to 
the Sidney Hospital. The following day, at Dr. 
Merriam’s suggestion, Thomas entered the Dea- 
coness Hospital in Billings, where he was treated 
by Dr. A. J. Movius, Jr. 

Dr. Movius, after giving Thomas a physical 
examination, diagnosed his case as follows: “‘Pa- 
tient sent here for treatment because of disten- 
sion. Treated last few days by L. M. D. in Fair- 
view. Had incarcerated hernia three to four days 
ago and above distension, etc., followed. Hernia 
was reduced with difficulty several hours after 
onset.” 

Thomas remained in the Deaconess Hospital 
only one night and then returned to his home in 
Fairview. Subsequently, Thomas suffered severe 
abdominal pain. Dr. Merriam again sent him to 
the Deaconess Hospital, where he underwent 
operations for gallstones and incarcerated hernia. 
Dr. Movius performed the operations. 

A gallstone was removed, but the gallbladder 
was not because it was inflamed and its removal 


188 


Negligence 
and Malpractice 


*“*THE GENERAL PRACTITIONER AND THE LA 


would have involved too great a risk to the pa- 
tient. 

Thomas was discharged from the Deaconess 
Hospital and returned to his home in Fairview. 
He became ill again, experiencing severe pain, and 
was taken to the Sidney Hospital. Another gall- 
stone operation was performed on him by a Dr. 
Harper. Because of the infection remaining the 
doctor did not remove the gallbladder, but per- 


formed essentially the same operation as the one 


done for gallstones at the Deaconess Hospital. 
Dr. Harper placed a tube from the gallbladder 
to the outside body wall. Thomas was discharged 
from the Sidney Hospital. A discussion between 
Dr. Harper and the patient was then had about 
removing the gallbladder when the patient got in 
condition for it. 

Following Thomas’ discharge, his condition 
improved to the extent that Dr. Harper per- 
formed another operation, removing the gallblad- 
der and placing a ““T’’ tube in the common duct. 
Thomas was again discharged from the hospital 
and returned to his home in Fairview. Although 
Dr. Harper performed the operation, Dr. Mer- 
riam assisted and continued to act as Thomas’ 
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physician in postoperative care and treatment. 

Two days later, Thomas went from his home to 
Dr. Merriam’s office to have the ““T”’ tube irri- 
gated. Following the irrigation by Dr. Merriam, 
Thomas became desperately ill. Dr. Merriam 
continued to treat Thomas at his home, giving 
him sedatives. Dr. Harper was called and Thomas 
was then taken to the Sidney Hospital, where he 
remained for two weeks, at which time he was 
transferred to the Deaconess Hospital. 

At the hospital he was examined by Dr. 
Movius, who made the following report: ‘‘Pa- 
tient was operated here for empyema of the gall- 
bladder following incarcerated hernia . . . by me. 
Became ill .. .and Dr. Harper redrained the gall- 
bladder and put in a ““T”’ tube although patient 
had no jaundice. Two weeks ago Dr. Merriam 
irrigated the ““T”’ tube with 50 per cent alcohol 
and 50 per cent ether mixture and patient has 
been desperately ill since with jaundice and dis- 
tension.” 

Thomas brought an action in the Seventh 
Judicial District Court of Richland County, 
Mont., against Dr. Merriam for damages for 
injury resulting from alleged malpractice. The 
court dismissed the case, and Thomas appealed. 

Thomas contended that the irrigation of a ““T’”’ 
tube following gallbladder surgery with a solu- 
tion of ether and alcohol was not a standard, ac- 
cepted medical practice in the locality of Fair- 
view at the time such irrigation was had. The 
gravamen of the action was that Dr. Merriam did 
something that a physician of ordinary skill, care 
and diligence would not have done and that, as a 
result, Thomas was injured. 

More specifically, Thomas urged that a 50 per 
cent aleohol and a 50 per cent ether solution was 
used improperly in irrigating the ‘“T’’ tube so that 
the solution passed through the “‘T”’ tube into the 
common duct and then into his liver. Thomas as- 
serted that the “improper use”’ consisted of irri- 
gating the ‘“T”’ tube under pressure and that the 
solution would cause the sphincter muscle to 
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close, forcing the solution up into the liver, caus- 
ing injury to the liver. 

The Supreme Court of Montana reversed the 
decision of the court below. The Supreme Court 
held that the case should not have been dismissed 
by the lower court but instead should have been 
submitted to the jury as Thomas adduced 
sufficient evidence required for such submission. 

The Supreme Court declared: “. . . we must 
view the evidence in the light most favorable to 
plaintiff (Thomas) . .. The evidence . . . was 
sufficient to sustain a verdict for plaintiff if one 
should be returned for him . . . the deciding 
factor in plaintiff’s prolonged hospitalization was 
the irrigation in question. The proof tended to 
show sufficient facts to warrant submission of the 
case to the jury ... The judgment is reversed 
and the cause remanded for trial.” 


(The preceding case was heard in the Supreme 
Court of Montana, case number 337 P. 2d 604.) 


Atkins vs. Humes 


Ina malpractice action against a physician charged 
with negligence in treating a 3-year-old patient for 
a simple fracture of her elbow, allegedly resulting 
in permanent injury to her hand known as ischemic 
paralysis or ‘‘Volkmann’s contracture,” the evidence 
raised substantial factual issues as to whether the 
physician negligently or unskillfully applied a cast 
so as to cause a “pressure sore’’ on the patient’s 
arm that resulted in the Volkmann’s contracture and 
negligently failed to heed the classic warnings of 
Volkmann’s contracture while the cast was on the 
patient’s arm and to bi-valve the cast to remove the 
pressure, and whether such negligence was the cause 
of the injury, precluding summary judgment. 


This action was one for malpractice filed by 


Frank B. Atkins and his 3-year-old daughter, 
Rebecca, against Dr. Karl T. Humes, in which 


189 


W. 
id 
ll- 
5 
he 
al. 
er 
ed 
en 4 
ut 4 
in 
on 
d- 
ct. 
al 
gh 
as’ 


Negligence 
and Malpractice 


the physician was charged with negligence in 
treating Rebecca for a simple fracture of her 
elbow, allegedly resulting in a permanent injury 
to her hand known as ischemic paralysis or 
“Volkmann’s contracture.” No complaint was 
made as to the method of treatment adopted by 
Dr. Humes—the reduction of the fracture, 
flexion of the arm at a 45° angle, and application 
of a plaster-of-paris cast to the arm. 

The patient and her father, by their attorney, 
contended that the physician was negligent and 
careless in his actual performance of the treatment 
in: 

1. Negligently or unskillfully applying the cast 
so as to cause a “‘pressure sore’ on Rebecca’s arm 
that resulted in the Volkmann’s contracture, and 

2. Negligently failing to heed the classic warn- 
ings of Volkmann’s contracture while the cast 
was on the child’s arm and to bi-valve the cast to 
remove the pressure. 

In his deposition Dr. Humes testified that 
Volkmann’s contracture “is a complication of 
elbow fractures that is borne in mind by all doc- 
tors,” and that he told the parents to notify him 
“in case of marked swelling, pain, numbness or 
color change to the hand’’—all signs of Volk- 
mann’s contracture. Another sign is difficulty in 
flexing the fingers and an undue amount of pain 
in attempting to extend them. In their deposi- 
tions the parents both testified that the child had 
all of these symptoms; that they had told the 
physician about the child’s continuous complaint 
of pain and had called his attention to all of the 
other signs. 

The Circuit Court of Sumter County, Fla., 
entered summary judgment in favor of Dr. 
Humes, and Atkins and his daughter appealed. 
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The District Court of Appeal of Florida affirmed 
the decision of the trial court, and the patient and 
her father again appealed. 

The Supreme Court of Florida reversed the de- 
cision. The Supreme Court ruled that Atkins and 
his daughter adduced sufficient evidence for the 
case to have been submitted to the determination 
of the jury. The Court stated: ‘We think there 
can be no doubt that, in the circumstances here, 
a jury issue was made as to Dr. Humes’ negligence 
. .. It was undisputed, and the District Court of 
Appeal so found in its opinion, that the sore on 
the child’s arm was the cause of the contracture. 
There was ample expert testimony to support a 
conclusion by the jury that the sore was a ‘pres- 
sure sore’ as distinguished from a fracture blister 
. .. It was shown that the sore on the child’s arm 
developed immediately beneath a place in the 
cast on which there were three indentations, ap- 
parently finger marks... it obviously cannot be 
said that the evidence demonstrated conclusively 
that the sore was caused by the indentations on 
the cast; but because of the location of the sore in 
the area immediately beneath such indentations, 
it is reasonable and logical to infer that they were 
a probable and not merely possible factor in the 
development of the pressure sore . . . In all the 
circumstances here, we think that there was 
sufficient evidence . . . to require the submission 
of the case to the jury .. . Accordingly, the de- 
cision of the District Court of Appeal is quashed 
with directions to reverse the judgment of the 
trial court and remand the cause to that court for 
further proceedings.” 


(The preceding case was heard in the Supreme 
Court of Florida, case number 110 So. 2d 663.) 
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How to Avoid Tax Penalties 


ALLAN J. PARKER, LL.M. 


The basic principle of keeping accurate, 
complete financial records cannot be stressed 
enough. Such records are your 

primary protection against getting in trouble 
with the Internal Revenue Service. 


As ONE general practitioner exclaimed at income 
tax time, “Paying taxes, I guess, is a necessary 
evil—but all these forms and books and ac- 
counts? What am I, an M.D. or C.P.A.?” 

The answer, of course, is that you are a 
physician devoted to the all-important duty of 
healing your patients. But, at the same time, you 
are also a self-employed small businessman. Like 
every other small businessman, you are required 
to keep minimum records and accounts that 
clearly reflect your income for tax purposes. And 
if you think about it a minute, you realize that 
without the requirement of adequate records, 
there would be no effective way for the govern- 
ment to check on whether any given taxpayer 
had paid what the law says is his fair share of the 
cost of running America. In the long run, we 
would wind up with a highly unsatisfactory 
system of government by voluntary contribution. 

Even if keeping financial records weren’t 
specifically required by the law, you would still 
want to keep them just as carefully. Accurate, 
complete records are your primary protection 
against getting into trouble with the government 
via the tax laws. And those tax laws have teeth! 
During a recent year, for example, 1,500 in- 
dividual taxpayers received prison sentences 
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Keeping two sets of day books—one for the revenue agents, 
the other a “sho-nuff” set—led to a jail sentence for one 
physician. 


totaling 2,800 years and fines amounting to 
millions of dollars. For willful evasion of taxes, 
the Internal Revenue Code provides punishment 
up to five years in jail or a $10,000 fine or both. 
Although gamblers like Frank Costello (cur- 
rently serving a tax fraud sentence) draw the 
headlines, actually, the bulk of tax offenders are 
otherwise respectable business and professional 
men—including a few doctors. 

In addition to fines and jail, there is also pro- 
vided a civil penalty of 50 per cent of any tax 
underpayment where the government proves 
that the taxpayer has been guilty of fraud. This 
penalty is often invoked where the government 
feels that there has been tax evasion but that the 
case is not flagrant enough to warrant a prison 
sentence or a fine. One other point on this 50 per 
cent penalty: normally, the government can’t go 
back more than three years to charge you with 
underpayment of taxes. But where it can prove 
fraud, the statute of limitations is wiped away. 
For instance, there are still many cases of tax 
fraud arising from black market operations dur- 
ing World War II going before the courts. 

The key word in any tax fraud case is “‘willful.” 
This means that the defendant knows or has a 
very good reason to know that his return is 
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wrong. For example, in one case a doctor kept 
two sets of day books: one he showed the revenue 
agents (on which his tax return was based) in- 
dicated a net income of $10,000; another set of 
books, however (which he sometimes called his 
“sho-nuff” books), showed an additional $10,000 
of cash receipts not reported. When these books 
came to light, the defendant went to jail. 

But an honest mistake, or even a careless 
error, is not tax fraud. The penalty for negli- 
gence on your tax return is only 5 per cent of any 
underpayment due to carelessness. 

Naturally, you wouldn’t deliberately underpay 
your tax, but to make mistakes is only human 
and the habit of keeping careful records keeps 
you from drifting over the line from carelessness 
to fraud, where the government is not always 
divinely forgiving. 

Take the case of Dr. Smith, the only general 
practitioner in a growing Appalachian mill com- 
munity. He worked night and day healing pa- 
tients, handling everything except major sur- 
gery. He received many of his fees in crumpled 
bills which he stuffed into his pocket. He meant 
to write these cash receipts down in his day book, 
perhaps, but often he would spend the money for 
groceries or hair cuts and then forget about it. 
And try as he would, he could not find and train 
a competent bookkeeper to keep his records in 
shape. Pretty soon, his accounting system be- 
came “hit or miss,’”’ and he didn’t really know 
how much money he had taken in. 

When income tax time rolled around, Dr. 
Smith had to rely on an overburdened memory. 
He simply put down as income his larger fees, or 
those paid by check of which he had a record, and 
did not remember all of the small cash receipts. 
Office expenditures, however, which were paid by 
check, were almost all there. As a result, Dr. 
Smith was under-reporting his income by thou- 
sands of dollars each year. 

After a few years the Internal Revenue Service 
checked up on Dr. Smith. After looking at his 
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helter-skelter books for a few days, the Internal 
Revenue agent on the case concluded that some- 
thing was seriously wrong and called in a special 
agent. 

Special agents of the Internal Revenue Serv- 
ice are primarily concerned with the criminal 
aspect of tax cases. They have a number of 
weapons at their command to uncover hidden 
income. For instance, they may look at a doctor’s 
bank account, at hospital records to see who his 
patients were or perhaps drug store prescription 
lists. They may even interview patients them- 
selves, and they are nothing if not painstaking. 


Net Worth Prosecution 


Their most formidable weapon, however, is 
probably the so-called “net worth” method of 
prosecution. A net worth prosecution proceeds 
on the logical basis that if a taxpayer hasacquired 
significant wealth but reports a much smaller 
taxable income, this increase in net worth must 
be accounted for by showing some nontaxable 
source, such as gifts or inheritances, otherwise, 
there is a presumption that income has been 
under-reported. 

For instance, in the case of Dr. Smith, the 
agents determined that when Dr. Smith first 
moved to the community in 1955, he had no sub- 
stantial assets. By 1959, however, he had a 
$25,000 home, and $5,000 in equipment, all free 
and clear of mortgages. But all this time, Dr. 
Smith had reported only $12,000 per year taxable 
income. The special agent, after checking to see 
that there were no inheritances or gifts received, 
concluded that either Dr. Smith and his family 
had lived on only $2,000 during each of the three 
years in question (highly improbable considering 
that he paid about $2,000 in income taxes alone) 
or that he had under-reported his income. A 
check on the places where Dr. Smith spends 
money, such as the grocery store, can fill in this 


gap. 
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Result—Dr. Smith has a lot of explaining to do 
and had better call in a good lawyer. The In- 
ternal Revenue Service, knowing that even being 
indicted for tax fraud can have serious con- 
sequences for a professional man, will give him 
every opportunity to explain away this deficiency 
as simply carelessness. Perhaps his story will ring 
true in their ears, and if so, perhaps only a 5 per 
cent negligence penalty will be imposed. But it’s 
not always easy to convince experienced special 
agents that a taxpayer has been just careless 
where his errors are large, extend over a period of 
years and are always to his benefit. 


The Best Defense 


Of course, you may say, this couldn’t happen 
to you. Probably not, but your keeping timely, 
complete records of all receipts, bank deposits 
and expenditures is your best defense against its 
ever happening. Keep separate professional and 
personal bank accounts, perhaps even in different 
banks. At the end of each day you or your as- 
sistant should transcribe the amounts received on 
your regular cards or whatever other records you 
keep and deposit receipts in the bank. Pay de- 
ductible expenditures, contributions, taxes and 
so forth by check. And while you can delegate the 
work to your aide, you can’t delegate the re- 
sponsibility. Check up on her, for even if an 
attorney or accountant prepares your tax return, 
if he has done so from such totally garbled records 
as to give rise to the possibility of fraud, his sig- 
nature on the return won’t protect you. 

Where you have a large and doubtful item of 
income or deduction, consult with a competent 
tax adviser (an attorney or certified public 
accountant, not a self-styled “income tax con- 
sultant” who is neither of these) and then follow 
his recommendations. The fact that you relied on 
the advice of a competent attorney or accountant 
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who had been given all of the facts upon which to 
base his opinion is generally a complete defense 
to a fraud charge. You and your advisor may 
later be proved to be wrong, but you won’t go to 
jail for following his advice. 

Full disclosure of a doubtful item is another 
way of avoiding any fraud charge. For example, 
suppose you treat the wife of a senior surgeon on 
your hospital’s staff through a long course of 
therapy. At Christmas, the surgeon sends you a 
note of appreciation with a gift certificate for 
several hundred dollars from a local department 
store. You think that it is a gift, but since your 
families don’t usually exchange Christmas gifts 
and this is an unusually large one, you might do 
well to make a note of this item on your income 
tax return. The government may disagree with 
your conclusion that the certificate is not income, 
but there will be no penalty. 

Finally, even if you have filed a return with 
errors that might be said to cross the line between 
carelessness and tax fraud, criminal prosecution 
may still be avoided if you go to the Internal 
Revenue Service and tell them that you want to 
correct your return before they check up on you. 
Such a voluntary disclosure was once a complete 
defense in a tax fraud case. Now it is only one 
favorable circumstance in favor of a taxpayer— 
but still an important one. Government attorneys 
realize that the case of a truly penitent sinner 
trying to make things right with Uncle Sam 
appeals to juries. So if you should ever be in this 
position, by all means consult with your attorney 
before you do anything about your back taxes. 

There are penalties behind the tax laws. There 
have to be, to keep the small minority of non- 
complying taxpayers in line for the benefit of all 
good citizens. But if you keep complete records 
of the money you take in and what you spend for 
professional purposes, you’ll stay out of serious 
tax trouble. 
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KANAMYCIN SULFATE 


; HOW KANTREX COMPARES WITH 
' NEOMYCIN AS AN AGENT FOR 
~ PREOPERATIVE BOWEL STERILIZATION 
‘FACTOR NEOMYCIN KANTREX 
Diarrhea Occurs in None observed 
most patients 3.4 
3.4.5.9 
NS Nausea Occurs in None observed 
some patients 4 
3,4,5,9 
> — Vomiting Occurs in None observed 
some patients 4 
2,3,4.5,6,7,8,9 
Yeasts Rapid growth? Do not 
Clostridia Not controlledS:4 Well controlled 
Coliforms Well controlled Well controled i 
Staph. aureus Well controlled Well controlled 
Streptococci Well controlled Well controled 
Absorption from Negligible Negligible’ 
g.i. tract 
Bacteroides Well controlle¢ well controlled® 
Concentration High High 3,4,7 
in stool ° 3 
2,3,4 | 
Over-all Superior to neomycin hi 
‘usefulness 


*Bacteroides are rarely the cause of surgical infection. 2.4 


References: 1. Bunn, P. et al: Ann. N. Y. Acad. Sci. 76:109, 1958, 
2, Cohn, L., Jr., and Longacre, A. B.; Antibiotics Annual 1958-9, p. 
761. 3 3. Cohn, i Jr., and Longacre, A, B.: S. G. & 0. 108:100, 1959. 
4. Cohn, |., Tres Aan. N. Y. Acad. Sci. 76:212, 1958. 5. Finegold, Ss. M., 
et al.: ibid. 76:319, 1958. 6. Finegold, S. M., et al.: Antibiotics An- 
nual 1958-9, p. 606. 7. Hewitt, W. L., and Finegold, S. M.: Ann. N. Y. 
Acad. Sci. 76:122, 1958. 8. Prigot, A., et al.: Ibid. 76:204, 1958. 
8. Shidiovsky, B. A., and Prigot, A.: Antibiotics Annual 1958-9, p. 774. 


Out inte: 
for preoperati 


For local effect in gastrointestinal tract; not for systemic infections 


Based on their experience with 30 intestinal antiseptics for pre- 
operative bowel sterilization, Cohn and Longacre reported that 
oral KANTREX is “the only single agent classified as a preferred 


: drug.”? They stated that KANTREx can be “highly recommended 
_ for preoperative preparation of the colon” because of “‘the control 


of streptococci, coliform bacteria, and clostridia, the infrequent 


- occurrence of staphylococci, and the absence of significant over- 


growth of yeasts.”’? Other investigators have hailed oral KANTREX 
as “an effective intestinal antiseptic” ®* which produced “excel- 


results.” 


DOSAGE for preoperative bowel sterilization: 1.0 Gm. (2 capsules) 
every hour for 4 hours, followed by 1.0 Gm. (2 capsules) every 6 hours 
for 36 to 72 hours. Duration of therapy depends on condition of pa- 
tient, concurrent mechanical cleansing, and judgment of the surgeon. 


‘Kantrex Capsules are also indicated for the treatment of intestinal 
- infections due to kanamycin-sensitive organisms, including Shigella 
and Salmonella. 


SUPPLY: KanTREX (kanamycin sulfate) Capsules, 0.5 Gm., in bottles 
of 20 and 100. 


KANTREX Sensitivity Discs and erent literature available on. 


request. 
Bristol 


BRISTOL LABORATORIES INC. 
Syracuse, New York 


“The as a preferred drug”’ 
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Community Mental Health. 
By Margaret C.-L. Gildea, M.D. Pp. 169. Price, $5. 
Charles C Thomas, Springfield, Ill., 1959. 

WHILE this book was written primarily as a report 
of 20 years’ experience in a school-centered group dis- 
cussion program project in managing mildly dis- 
turbed children and as a guide to psychiatrically 
trained persons who wish to explore this method in 
their own community, it has more than an academic 
interest for any professional person who deals with 
children. 

The rule-of-thumb classification of children with 
behavior problems into four groups should be of 
great value to the family physician with many chil- 
dren to care for and applies especially to the physi- 
cian in a smaller community where consultation with 
a psychiatrist or a pediatrician with psychiatric 
training is not readily available. 

It is pointed out that Groups 1 and 2 can and 
should be managed according to three principles: 
They can be left in the home and the school. They 
do not need to see the therapist themselves. They 
can be returned to average behavior by work with 
the parents, especially thé mothers, in group discus- 
sions which are not designated as psychiatric or psy- 
chologic but rather as programs in adult education. 

Group 1 consists of children who have been aver- 
age but deviate because of some change in their en- 
vironment that is usually temporary. Behavior im- 
proves when the stress is removed or an adjustment 
is made to the stress situation. These cases should be 
spotted easily by the physician who knows his fam- 
ilies and the interpersonal relationships within the 
family group. 

Group 2 consists of children who have always de- 
viated somewhat but still have been able to stay in 
school, live in a home that has not broken up and 
emotionally tie themselves to both parents. These 
are the children who can be helped in the program 
discussed in the book. This program could be set up 
in any community, even though trained workers are 
not in residence. There are few places in this country 
where a consultant cannot be secured to start such 
a program and, once it is developed, it should mature 
under local leaders with help from a consultant from 
time to time. 

Groups 3 and 4, when diagnosed, must be removed 
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Practitioner’s Bookshelf 


from the home and school and given treatment in 
an entirely new environment. 

There are several detailed case reports and many 
short protocols which point up the well-established 
fact that children can be treated without being 
singled out and set apart by having to see a psy- 
chiatrist. There is an excellent list of films to be used 
in the discussion groups and an outline of a manual 
for lay discussion leaders. 

This is a very well-prepared book which covers its 
subject more than adequately. It should be a help to 
anyone who wishes to understand the behavior prob- 
lems of children, learn how to approach them and 
work toward correcting them. 

—G. WILSE ROBINSON, JR., M.D. 


Know Your Doctor. 

By Paul E. Craig, M.p. Pp. 179. Price, $3.50. Exposi- 

tion Press, New York, 1958. 

THIS book “reaches” its public—physician and pa- 
tient—through its frank, honest and revealing ap- 
proach. Although the chapters seem to vacillate be- 
tween those slanted toward the profession and those 
slanted toward the public, the transition is not ob- 
jectionable. This book should be shared by both 
physician and patient. 

Each chapter is an entity and each strengthens 
the case for the author, who has written the book as 
a rebuttal to a supposed manuscript in which laymen 
air their complaints against medicine. The fictional 
manuscript is the work of a layman (J.B.) who feels 
that the incompetency of the medical profession 
caused the death of his wife. 

After J.B.’s manuscript sets Author Craig to work, 
he devotes 12 chapters to facets of troublesome 
doctor-patient relationships. He covers counselling 
parents-to-be, how to handle the spoiled-brat patient, 
courtroom testimony in a rape and murder case, how 
some general practitioners encounter the closed-door 
policy, what happens when there’s a rude office nurse 
or assistant, surgical dilemmas, problems with the 
oldsters and how to face death. 

In any of these situations, Dr. Craig insists on 
the three B’s: “Be honest, Be clear and, above all 
else, Be conscientious.” 

J.B.’s manuscript, incidentally, is never published. 
Dr. Craig’s final chapter is directed to J.B. In it he 
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explains that J.B.’s wife died of an undiscovered 
complication, amoebic dysentery, and not through 
a mistake during childbirth as J.B. charged. 

If J.B. reads this book as Author Craig is suppos- 
ing he will, I feel J.B. will no longer harbor his 
antipathy toward the medical profession. Perhaps he 
will even understand why the author dropped his 
manuscript, page by page, into the fire. That’s the 
only part of Know Your Doctor that bothers me— 
perhaps it would have been better if Dr. Craig had 
returned the manuscript to J.B. —CLEO Norris. 


The Human Condition. 
By Hannah Arendt, PH.D. Pp. 338. Price, $4.75. The 
University of Chicago Press, Chicago, 1958. 

THE author has developed a very interesting compre- 
hension of the future of man. She has done this by 
tracing the philosophies of man from the Romans to 
the present age, using her understanding of the seman- 
tics involved as man has expressed his desires, his 
dreams and his evaluation of himself in the composite 
of mankind, both as a member of a class, as a worker, 
as a leader and as the ancestor of a race. 

Unless one is skilled in the languages of the world, 
both past and present, reading this book with reason- 
able understanding is slow and almost painful. How- 
ever, Dr. Arendt’s depth of understanding of the 
basic feeling in man’s struggle to move through his 
varied situations, made clear by her appreciation of 
the meaning of the words used, evokes a real thrill 
when the book has been read and understood. 

There are innumerable side notes and references 
which make it possible to follow the pathway of the 
ideas, even though one must step carefully. 

— KENNETH BEEBE, M.D. 


Gestation. 
Edited by Claude A. Villee, pH.p. Pp. 216. Price, $4.50. 
Josiah Macy, Jr. Foundation, New York, 1958. 

THIS is a record of the transactions of the Fourth 

Conference on Gestation and covers: (1) physiology 

of the fetal fluids; (2) origin of amniotic fluid; (3) 

morphologic manifestations of uptake of materials 

by the yolk sac of the pregnant rabbit, and (4) de- 
velopment of fetal immunity. 

The transactions are in first-person style and the 
reader has full advantage of the discussions, ques- 
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tions and answers as they occurred in the conference, 
plus visual aids in the form of black-and-white 
charts, pictures and graphs. 

All the material was experimental research and 
while it is not useful in general practice, it is interest- 
ing to know what studies are being carried on re- 
lating to the fetus and the gestational period. 

On the whole, the book would be of most interest 
to the scientist or student and while I would not 
recommend it for the bookshelf of the practicing 
physician, it could be a good book for review of 
embryology and newer concepts of the gestational 
period. — MARJORIE E. CONRAD, M.D. 


Medical Radiographic Technic. 

and ed. Edited by Glenn W. Files. Pp. 386. Price, $11. 

Charles C Thomas, Springfield, Ill., 1959. 

THE second edition of this well-known work main- 
tains the high quality of the first and has added 
material on body section roentgenography, magni- 
fication technique roentgenography and other special 
procedures. There are nine introductory chapters 
dealing with fundamental concepts and technical 
matters. Then there is a series of chapters defining 
the optimum methods of obtaining good roentgeno- 
grams of living persons. 

The section on magnification technique wisely em- 
phasizes the great increase in dose received by the 
patient, the limited value of the method owing to 
motion and tube heating and the limited use of the 
method anatomically. It does not point out that 
similar results can be obtained for all practical pur- 
poses by using a two-power magnifying hand lens 
with conventional fine-detail roentgenograms. 

It would be desirable in the next edition to have 
further material on stereoscopy, with illustrations of 
the Wheatstone stereoscope in actual use. This valu- 
able method of three-dimensional diagnosis of the 
living patient has fallen into some undeserved disuse 
in recent years. 

In connection with patient protection, it would be 
desirable to have additional material on gonadal dose 
received by the average child and the average adult 
from common procedures involving roentgen exami- 
nation of the pelvis. This is undoubtedly the greatest 
area of responsibility of the practicing physician in 
requesting or making roentgenograms of adults and 
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margin of safety 


CLINICAL EVALUATION OF 486 
EPILEPTIC PATIENTS* SHOWED THAT: 


In patients who had received no previous 
anticonvulsant medication, 
“Mysoline” therapy alone provided marked 
improvement to complete control of major motor 
attacks in the majority of patients. 


In patients only partially controlled with maximum 
dosages of other anticonvulsants, 
the addition of “Mysoline” therapy was followed by 
marked improvement to complete control of grand 
mal attacks in 39% of the patients. 


In patients refractory to maximum dosages 
of other anticonvulsants, 
“Mysoline” employed alone provided marked 
improvement to complete control of major motor 
attacks in 34% of the patients. 


In 39 patients with mixed seizures, 
“Mysoline” provided improvement to marked control 
in 49% of the patients. 


The dramatic results obtained with “Mysoline” advocate 
its use as first choice of effective and safe therapy 

in the control of grand mal and psychomotor attacks. 
Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 
Literature on request. 


Livingston, S., and Petersen, D.: New England J. Med. 254:327 
(Feb. 16) 1956. 
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other persons under the age of 40 years. There seems 
to be general agreement among geneticists and 
biologists that ionizing radiation of the gonads should 
be kept to a minimum during the procreative or 
potentially procreative years. 

With diligent application of the techniques listed 
in this manual, the quality of roentgenographic ex- 
amination in the average physician’s office could be 
greatly improved. If it were accompanied by a simi- 
lar manual on interpretation, and the latter were 
equally diligently applied, then the quality of clinical 
diagnosis would advance significantly. As it is, roent- 
genographic examination, however perfect, is only a 
small portion of roentgenologic examination. The 
time is surely at hand when the mere possession of 
apparatus does not indicate that any given person is 
qualified in its effective utilization on patients. Accu- 
rate interpretation and joint consultation between 
physicians well qualified in the field is undoubtedly 
the cornerstone of competent roentgenology. 

—L. H. GARLAND, M.D. 


Therapeutic Radiology. 

By William T. Moss, M.D. Pp. 403. Price, $12.50. 

C. V. Mosby Company, St. Louis, 1959. — 

THE diagnosis and treatment of cancer is progres- 
sively becoming a more important problem in the 
practice of medicine. This book is designed primarily 
for the radiologist. It is, however, an excellent review 
of the subject of malignancy for anyone, generalist 
or specialist, who is interested in the subject. 

There is an introductory chapter on radiation 
therapy, its possibilities in the cure or palliation of 
cancer and its dangers in the hands of the poorly 
trained physician. Each body organ that may be the 
site of malignancy is discussed, starting with the 
skin. In each instance, the author discusses the 
response of normal tissue to radiation. The fact is 
emphasized that the total dose administered to an 
organ is limited by the response of the normal organ 
to the radiation given to that organ. 

The author, in discussing each malignant process, 
indicates the type of radiation that is available, the 
type that is most commonly used and the type that 
he personally has found most effective. There is an 
excellent description of the disease process under 
discussion by means of photographs of the patient, 
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Ready Soon! 
DRUGS OF CHOICE 
1960-1961 


Edited by Waiter Modell, M.D. 


With the tremendous influx of new drugs on the 
market today, particularly tranquilizers and 
anorexiants . . . and with increasing requests from 
patients for you to prescribe one of the new wonder 
drugs often described in the Sunday supplements 

. . comes the need for the new DRUGS OF 
CHOICE 1960-1961. 


It’s unique! Unlike any other book published, 
DRUGS OF CHOICE 1960-1961 reviews all the 
drugs in current use—both old and new—and 
gives you unbiased reasons for choosing one drug 
over another. 


Written by 46 recognized authorities, this book 
contains 42 chapters comparing drugs within 
therapeutic groups in realistic, practical terms 
covering relative potency; toxicity; modes of 
administration; and speed of development of 
action and duration. It also discusses the indi- 
cations and contraindications of a drug; how it 
fulfills its promise; and tells which of the new 
drugs are superior or inferior to the old. It is 
truly the only drug therapy book that provides 
you with factual background information from 
which you can make a drug decision. 


It’s modern and up to date, too! Dr. Modell and his 
staff have added seven new chapters to this 
volume discussing such therapeutic problems of 
current interest as: The Choice of a Local Anti- 
septic; The Choice of Drugs for Viral, Spirochetal 
and Rickettsial Infections; The Choice of an 
Anorexiant; The Choice of Drugs in Endocrine 
Dysfunction; The Choice of Drugs for Ophthalmic 
Use; The Choice of Drugs for Otolaryngologic 
Disorders; and The Physical and Chemical Con- 
siderations in the Choice of Drugs. 


In addition, a new integrated Drug Index has 
been incorporated at the back of the book to 
provide you with a convenient cross reference to 
all the drugs mentioned. 

Edited by WALTER | MODELL, M.D., Director, Clinical Pharma- 
cology and of Ph Cornell 
ape = Medical College. Written by 46 eminent clinicians 
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gross and microscopic pathology photographs, pic- 
tures of apparatus used for treatment, charts and 
graphs. 

The book is of great interest to the radiologist 
because of the discussion of treatment by conven- 
tional voltage or supervoltage. The point is made 
that either may be used in certain instances. Refer- 
ences are numerous at the end of each chapter. The 
chapter on treatment of carcinoma of the cervix, for 
instance, has 88 references. 

Theauthor hasastyle of writing that is easy to read. 
For anyone interested in the diagnosis, pathology 
and treatment of cancer and for the general prac- 
titioner who needs help in deciding which is the best 
treatment available for his cancer patient, this book 
is recommended as a valuable reference. 

—G. M. TICE, M.D. 


Neurological and Psychological Deficits of Asphyxia Neo- 

natorum. 

Edited by William F. Windle, pu.p. Pp. 336. Price, $8. 

Charles C Thomas, Springfield, Iil., 1958. 
Tuis book is the fourth in a series of symposia on 
neurology. It is made up of the papers of a symposi- 
um held in Puerto Rico, which brought together the 
hewer concepts of neonatal asphyxia. Much space 
is devoted to cerebral palsy. Statistical studies and 
charts, as well as some measures of prevention and 
discussion of the care of the palsied, are included. 
Many papers are scientific in nature; others deal with 
the sociologic aspect. 

An extensive bibliography and a short subject 
index are appended. —FoOUNT RICHARDSON, M.D. 


Pancreatitis. 
By Herman T. Blumenthal, m.p. and J. G. Probstein, 
M.D. Pp. 379. Price, $9.50. Charles C Thomas, Springfield, 
Ill., 1959. 
THE subject of pancreatitis is taken up in great de- 
tail and with such minute observation that reading 
i difficult, if not impossible. Approximately two- 
thirds of the book is devoted to experimental theory 
of etiology and pathologic, physiologic and embry- 
dlogic evidences of pancreatitis; one-third of the text 
is devoted to clinical manifestations and treatment 
of the disease. 
Many gross-specimen photographs and photo- 
Micrographs are of less than perfect quality, princi- 
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pally because of poor focus. Line drawings are excel- 
lent though sparse in number. 

After 25 years of research experience, the authors 
are masters of their subject. I do not think this is a 
book general practitioners would be particularly in- 
terested in; since the subject is so thoroughly entered 
into, pathologists and surgeons would gain informa- 
tion from it. 

The study leading to this book is a series of 163 
cases of pancreatitis seen in 3,665 autopsies, an inci- 
dence of 4.4 per cent, with 14 per cent of those 163 
cases classified as serious enough to be a primary 
cause of death. The monograph and subject index 
are well handled by the author. 

— Tuomas D. HONEYCUTT, M.D. 


Glaucoma. 

Edited by Frank W. Newell, M.p. Pp. 279. Price, $5.25. 

Josiah Macy, Jr. Foundation, New York, 1959. 

THE Josiah Macy, Jr. Foundation has long sponsored 
conferences in the field of medicine for the purpose of 
stimulating research and promoting effective com- 
munication across the departmental walls which tend 
to isolate the professions and specialties from one 
another. In addition to glaucoma such diverse sub- 
jects as cybernetics, administrative medicine and 
metabolic interrelations are discussed, as well as 
many others. 

This volume is a literal report of the discussion of 
the Third Glaucoma Conference and is concerned 
with tonography, the osmotic factors in the forma- 
tion of aqueous humor and the consensual changes 
in the intraocular pressure under experimental con- 
ditions. Probably only those who have considerably 
more than a passing interest in glaucoma will find 
the time spent reading this discussion worthwhile. 

Tonography is a method of measuring the facility 
of outflow of aqueous humor from the eye as it re- 
turns to the venous circulation. This technique is of 
fundamental importance in glaucoma research. It 
has considerable application to the clinical manage- 
ment of glaucoma cases, being of help to the phy- 
sician in diagnosing difficult cases, in differentiating 
between the various types of glaucoma, in following 
the progress of the disease, in evaluating response to 
therapy and in making decisions on the type of 
therapy to be used. 
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The discussion of the osmotic factors in the forma- 
tion of the aqueous humor concerns itself with a 
facet of an incompletely understood process. It has 
been clearly shown that the aqueous humor is not 
formed by a simple process of diffusion but is the 
result of a complicated secretory process. 

The investigation of the consensual changes in 
intraocular pressure under experimental conditions 
is an effort to control as many as possible of the large 
number of variables involved in the experimental 
approach in order to learn more about the nature of 
nervous and/or humoral control of intraocular pres- 
sure. A hemostatic mechanism for the control of 
intraocular pressure must exist presumably within 
the central nervous system. 

The Josiah Macy, Jr. Foundation has certainly 
succeeded in this effort to stimulate research in 
glaucoma and to contribute to the diffusion of 
knowledge of this disease. 

—EARL G. PADFIELD, M.D. 


Clinical Obstetrics and Gynecology. 

Edited by Daniel G. Morton, M.v. and J. Robert Willson, 

MD. Pp. 1,138. Price, $18 a year. Harper & Brothers, 

New York, 1958. 

THIs is a quarterly publication of Clinical Obstetrics 
and Gynecology. This issue is a symposium on op- 
erative obstetrics and genital cancer. 

The section on operative obstetrics is edited by 
J. Robert Willson, M.D., and is a series of short 
articles dealing with injuries, lacerations and rup- 
tures of the female génital tract during labor. Diffi- 
cult positions, breech extractions, use of forceps 
and indications and techniques in Cesarean section 
are discussed in other rather short articles. There are 
few pictures or illustrations and written descriptions 
are adequate. This should be a delightful review for 
any physician interested in obstetrics. 

The section of the book dealing with genital cancer 
is edited by Daniel G. Morton, M.D., and embraces 
many phases of cancer of the female reproductive 
tract. Early diagnosis and surgical and nonsurgical 
treatments are discussed in detail. 

This symposium is of value to the general prac- 
titioner as it brings up-to-date information regarding 
the most acceptable method of treating genital 
carcinoma. —JAMES MURPHY, M.D. 
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Practical Blood Grouping. 

By F. Stratton, M.p. and P. H. Renton, M.D. Pp. 381. 

Price, $9. Charles C Thomas, Springfield, Ill., 1958. 
THE scope of this book is blood grouping and its 
many ramifications. Although the title is Practical 
Blood Grouping, it appears to me that it would be 
practical only for the full-time laboratory physician 
or for the person responsible for the groupings of 
large amounts of blood. 

This book is well illustrated with an excellent for- 
mat but it goes into so much minute detail that it 
is extremely difficult reading. It is my opinion that 
this book is not meant for the bookshelves of the 
general practitioner but could best be used as a 
reference book in a laboratory doing a large amount 
of this type of work. 

—RICHARD P. BELLAIRE, M.D. 


Genetics, Radiobiology and Radiology Proceedings, Mid- 

Western Conference. 

By Wendell G. Scott, M.D. and Titus Evans, PH.D. Pp. 

149. Price, $5.50. Charles C Thomas, Springfield, Iil., 

1959. 

THESE are the proceedings of a conference sponsored 
by the National Academy of Sciences-National Re- 
search Council to develop a better understanding of 
the problems arising from the medical uses of ionizing 
radiation. The conference brought together geneti- 
cists and radiobiologists (four professors of each) to 
teach 21 professors of radiology about genetic haz- 
ards and to learn from the radiologists what is being 
done to minimize radiation exposure. The reader can 
only assume that all were well instructed, for the 
papers and discussion comprise a clear, concise and 
thorough, without being theoretic, treatment of the 
genetic and somatic effects of the medical uses of 
x-ray. 

The conclusion on reading this volume is that the 
rational part of the current concern is justified and 
that it is entirely appropriate to examine the radia- 
tion hazards in medical practice. There are such 
hazards and the clinician whose final and sole respon- 
sibility it is to order or not to order an x-ray exami- 
nation will find this book of value in helping him 
answer his own and his patients’ questions. It is a 
must for anyone with a fluoroscope in his office. 

—B. J. DUFFY, M.D. 
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AAGP Member Total in AMA House of Delegates Climbs 


AT THE 13TH clinical meeting of American Medi- 
cal Association December 1-4 in Dallas, nearly 
20 per cent of its House of Delegates was com- 
prised of Academy members. According to the 


JAMES M. KOLB, M.D. 
Clarksville, Ark. 


DONALD Cass, M.D. 
Los Angeles, Calif. 


JAMES E. FELDMAYER, M.D. 
Exeter, Calif. 


LEOPOLD H. FRASER, M.D. 
Richmond, Calif. 


R. STANLEY KNEESHAW, M.D. 
San Jose, Calif. 


H. THomas McGulmIRE, M.D. 
New Castle, Del. 


Burns A. DOBBINS, JR., M.D. 
Ft. Lauderdale, Fla. 


Eustace A. ALLEN, M.D. 
Atlanta, Ga. 


B. E. MONTGOMERY, M.D. 
Harrisburg, Ill. 


H. KENNETH SCATLIFF, M.D. 
Chicago, Ill. 


FRANCIs L. LAND, M.D. 
Ft. Wayne, Ind. 


WENDELL C. STOVER, M.D. 
Boonville, Ind. 


JOHN S. DETAR, M.D. 
Milan, Mich. 


JOHN P. CULPEPPER, JR., M.D. 


Hattiesburg, Miss. 


Rouia B. Wray, M.D. 
Nevada, Mo. 
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EARL F, LEININGER, M.D. 
McCook, N.M. 


EARL L. MALONE, M.D. 
Roswell, N.M. 


JOHN M. GALBRAITH, M.D. 
Glen Cove, N.Y. 


CaRL A. LINCKE, M.D. 
Carrollton, Ohio 


GEORGE A. WOODHOUSE, M.D. 
Pleasant Hill, Ohio 


WILKIE D. HOOVER, M.D. 
Tulsa, Okla. 


MALcoM E. PHELPS, M.D. 
El Reno, Okla. 


ARCHIE QO. PITMAN, M.D. 
Hillsboro, Ore. 


DANIEL H. BEE, M.D. 
Indiana, Pa. 


M. LOUISE C. GLOECKNER, M.D. 


Conshohocken, Pa. 


GEORGE S. KLUMP, M.D. 
Williamsport, Pa. 


ELMER G. SHELLEY, M.D. 
North East, Pa. 


G. W. CLEVELAND, M.D. 
Austin, Tex. 


JOSEPH B. COPELAND, M.D. 
San Antonio, Tex. 


JAMES C. TERRELL, M.D. 
Stephenville, Tex. 


premeeting listing, 41 AAGP members were 
either delegates, ex officio members of the House 
of Delegates or officers. Only 37 Academy mem- 
bers were listed for the annual meeting last June. 


JAMES H. WOOTEN, JR., M.D. 
Columbus, Tex. 


W. LINwoop BALL, M.D. 
Richmond, Va. 


ALVIA G. YOUNG, M.D. 
Wenatchee, Wash. 


E. L. BERNHART, M.D. 
Milwaukee, Wis. 


L. O. SIMENSTAD, M.D. 
Osceola, Wis. 


LESTER D. BIBLER, M.D. 
Indianapolis, Ind. 
(Delegate of the Section 
on General Practice) 


DwicuTt H. MurRRAY, M.D. 
Napa, Calif. 
(ex officio) 

W. Linwoop BALL 
(ex officio) 

B. E. PICKETT, SR., M.D. 
Carrizo Springs, Tex. 
(ex officio) 

RAYMOND M. McKEOoWN, M.D. 
Coos Bay, Ore. 


(Secretary-Treasurer 
and Trustee) 


R. B. ROBINS, M.D. 
Camden, Ark. 
(Trustee) 
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AMA Clarifies Views on Free Choice, Hospital-Salaried Physicians 


Clinical Session ““Smoked-up” with Tobacco-Cancer Charges 


THROUGH the haze of tobacco vs. cancer smoke 
at the American Medical Association’s 13th Clin- 
ical Meeting in Dallas, the house of delegates 
staved off an otherwise listless meeting by 
strengthening its position on free choice of physi- 
ean and reaffirming its stand on physician- 
hospital relationships. 

Because considerable controversy had grown 
out of the news interpretation of the AMA’s 
stand on freedom of choice of physician at the 
June meeting in Atlantic City, the delegates 
adopted the following resolution which clarifies 
and strengthens its support of freedom of choice: 

“Lest there be any misinterpretation, we state 
unequivocally that the American Medical Asso- 
ciation firmly subscribes to freedom of choice of 
physician and free competition among physicians 
as being prerequisites to optimal medical care. 
The benefits of any system which provides medi- 
cal care must be judged on the degree to which it 
allows of, or abridges, such freedom of choice and 
such competition.” 

The house also reaffirmed the following two 
statements which it approved in Atlantic City: 

1. “The American Medical Association be- 
lieves that free choice of physician is the right of 
every individual and one which he should be free 
to exercise as he chooses.” 

2. “Each individual should be accorded the 
privilege to select his preferred system of medical 
care, and the American Medical Association 
vigorously supports the right of the individual to 
choose between these alternatives.” 


Hospital-Physician Relationship 
The hospital-physician relationship which has 
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caused considerable consternation as it specifi- 
cally applies to radiologists and pathologists 
gained considerable interest with both the AMA 
and American Hospital Association issuing state- 
ments. 

The AMA, in reaffirming the 1951 “‘Guides for 
Conduct of Physicians in Relationships with In- 
stitutions” left no doubt that it opposed any 
kind of relationship which will cause a physician 
to “‘sell’’ his services to any hospital or any lay 
group. The AMA’s stand is summarized in the 
following principles: 

1. “‘A physician should not dispose of his pro- 
fessional attainments or services to any hospital, 
corporation or lay body by whatever name called 
or however organized under terms or conditions 
which permit the sale of the services of that phy- 
sician by such an agency for a fee. 

2. “‘Where a hospital is not selling the services 
of a physician, the financial arrangement if any 
between the hospital and the physician properly 
may be placed on any mutually satisfactory 


Pro and Con on Hospital-Salaried Physicians— The AMA’s 
Reference Committee on Insurance and Medical Service lis- 
tened to testimony on the thorny problem of the hospital- 
physician relationship. 
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“We found Ritonic to be a safe, effective geriatric 
supplement...”? Patients reported “an increase in 
alertness, vitality and sense of well being.’””* 
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basis. This refers to the remuneration of a physi- 
cian for teaching or research or charitable serv- 
ices or the like. Corporations or other lay bodies 
properly may provide such services and employ 
or otherwise engage doctors for those purposes. 

8. “The practice of anesthesiology, pathology, 
physical medicine and radiology are an integral 
part of the practice of medicine in the same cate- 
gory as the practice of surgery, internal medi- 
cine or any other designated field of medicine.” 

The AHA viewpoint was presented before the 
Reference Committee on Insurance and Medical 
Service. It maintains that local option for hospi- 
tal-salaried physicians is completely proper, so 
long as the patient, the hospital and the physi- 
cian are not exploited. Note the complete text of 
the statement submitted on behalf of Dr. Edwin 
L. Crosby, director of the AHA. 


Smoking and Cancer 


The smoke soon thickened over a session of the 
scientific program with the report from a veterans 
hospital physician armed with figures which sup- 
port the theory that lung cancer and conditions 
which lead to it “‘depend almost completely on 
the number of cigarettes smoked.” 

The physician, Dr. Oscar Auerbach of East 
Orange, N.J. Veterans Hospital, provided the 
figures after studying 19,797 slides of lung tissue. 

This pronouncement followed on the heels of a 
premeeting warning from Dr. LeRoy E. Burney, 
Surgeon General of Public Health Service, that 
filter-tip cigarettes have not proved effective in 
materially reducing the hazard of lung cancer in 
smokers. 

During the AMA meeting, the Tobacco Re- 
search Committee immediately challenged the 
Auerbach findings. Dr. Robert C. Hockett of the 
tobacco committee countered: ‘These same ob- 
servations first publicized by Dr. Auerbach in 
1956 have not since been accepted by many other 
pathologists doing the same type of work and 
frequently studying many more lungs.”’ 
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General Practitioner Choice 


In a more harmonious vein, Dr. Chesley M. 
Martin of Elgin, Okla. was named the 1959 
“General Practitioner of the Year.’’ Dr. Martin, 
age 70, who is not an AAGP member, has prac- 
ticed in Elgin for the past 44 years, served 31 
years on the local town board and is beginning 
his 42nd year as chairman of the school board. 

Political Responsibilities 

Mindful that physicians must face up to their 
political responsibilities, AMA President Louis 
M. Orr of Orlando, Fla., speaking at the opening 
session of the house, urged the nation’s physi- 
cians to take a more active interest in the whole 
area of politics, public affairs and community life. 
He also asked physicians and medical societies to 
do a more effective job of telling medicine’s posi- 
tive story, adding that “if more people knew 
more about the things we support and encourage, 
they would listen to us much more carefully 
about those occasional 
things that we oppose.” 

Supporting the politi- 

cal theme and also tak- 
ing advantage of the 
fact that the meeting 
was being held in the 
home state of the Senate 
majority leader and the 
Speaker of the U.S. 
House of Representa- 
tives, both Senator Lyn- 
don Johnson and Repre- 
sentative Sam Rayburn 
were invited to speak. 

Senator Johnson 
called for a “‘politics of 
unity” which will en- 

. The AMA’s 1959 
able Americans to exert practitioner of 


strength and determi- 70-year-old Dr. Martin of 
nation in an effort to Elgin, Okla. 


Chesley M. Martin, M.D. 
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create a world in which all men can be free. Mr. 
Rayburn urged greater attention to the task of 
educating young people in the principles of Ameri- 
can government and giving them a desire to 
perpetuate it. 

Gearing for battle against the impending For- 
and bill, the house called upon each individual 
physician to wage “‘a vigorous, dynamic and un- 
compromising fight’’ against the Forand type of 
legislation. 

The boards of trustees of the AMA and Ameri- 
can Hospital Association then announced, in a 
joint resolution, that they will mobilize their full 
resources to accelerate the development of ade- 
quately financed health care programs for needy 
persons—especially the aged needy. 

The resolution stated that provision of health 
care to “the indigent or near indigent is primarily 
a community responsibility,”’ and made these 
points: 

1. The board of trustees recognize the effective 
medical care programs for needy persons already 
established in some states and local communities, 
but have taken this joint action because of their 
conviction that such programs deserve increased 
support and stimulation. 

2. Such proposals as the Forand bill are not 
designed especially to assist the needy, since they 
apply to all social security beneficiaries and ex- 
clude the majority of needy persons who are not 
eligible for social security benefits. (Under the 
Forand bill, sponsored by U. S. Rep. Aime For- 
and (D-R.I.), some 16 million persons eligible for 
Social Security benefits—mostly over 65—would 
be entitled to receive hospital surgical and nurs- 
ing home treatment under a program run by the 
federal government. Both the American Hospital 
Association and AMA oppose the bill.) 


Future Physician Concern 


To help meet the need for an increasing num- 
ber of physicians in the future, the house ap- 
proved the creation of a special study committee 
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AHA Statement on 
Hospital-Physician Relationship 


“The American Hospital Association has been consistent 
in its position on hospital-physician relationships. It has not 
altered the position agreed to by the American Hospital 
Association and the American Medical Association in 1953. 
It still believes that local option is completely proper, so 
long as the patient, the hospital, and the physician are not 
exploited. 

“It objects as strongly as any group to interference with 
the professional judgment of the physician. 

“Any arrangement which produces inferior patient care is 
to be condemned and the American Hospital Association 
would join in such condemnation. We do not believe that 
such a deteriorating effect has been demonstrated. 

“Most importantly, the American Hospital Association 
believes that as our president, Dr. Russell A. Nelson, said in 
his inaugural address in August, there is much more to hos- 
pital-physician relationships than relationships between 
hospitals and such groups of specialists as radiologists and 
pathologists. As he said, hospitals need more help from doc- 
tors in day to day management. And more responsibility 
and authority in hospital affairs must be given to members 
of the medical staffs of hospitals. 

“I am convinced that the public will become exercised 
over this constant bickering on what may appear to the 
public as a dispute over a matter of money. I think we are 
running a real danger of having the public say a plague on 
both your houses. The voluntary hospitals and the volun- 
tary physicians of America would rue such a day.” 


which is to make its initial report at the annual 
meeting in June. 

Among other things, the committee is expected 
to ascertain the maximum to which medical 
schools can expand and still maintain quality 
education, ascertain which universities can sup- 
port new medical schools, investigate securing 
competent medical faculties, financing of expan- 
sion and establishment of new schools, plan how 
to get well-qualified students to take up medicine 
and how to finance medical education. 

The committee is being asked to present a 
scholarship program encompassing its develop- 
ment, administration and the role of the AMA in 
fulfilling it. 


Relative Value Studies 


One of the other key topics of discussion was on 
relative value studies. The house reaffirmed a 
previous policy statement which approved the 
conducting of relative value studies by each state 
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medical society, rather than a nationwide study 
or a series of regional studies by the AMA. 

They also asked the Committee on Medical 
Practices to inform each state medical associa- 
tion, through regional or other meetings, of the 
purpose, scope and objectives of such studies. 
The delegates recognized, however, the opposi- 
tion in some states to relative value studies. They 
replied that since these regional conferences are 
educational in nature, it remains for each state or 
county medical association to accept or reject the 
idea of a study in its area. 


Other Key Topics 

In other fields, it was learned that the AMA 
Board of Trustees has appointed a liaison com- 
mittee to meet with a similar committee of 
American Osteopathic Association to consider 
matters of common concern. 

The delegates also: 

1. Suggested that fees for consultative exam- 
inations under programs of the Bureau of Old 
Age and Survivors Insurance should be adjudi- 
cated directly between the state medical society 
and the state agency involved; 


2. Registered a strong protest to the Veterans 
Administration, urging stricter screening of non- 
service-connected disability patients admitted to 
government hospitals; 

8. Reiterated the association’s support of the 
Blue Shield concept and directed the Council on 
Medical Service to submit at the June, 1960, 
meeting its recommendations concerning a policy 
statement on AMA relationship with Blue Shield 
plans; 

4. Suggested that SJ Res 41, a bill which would 
institute a separate program of international 
medical research, be delayed until an over-all 
assessment can be made of proposals now before 
Congress dealing with domestic and international 
medical research; 

5. Endorsed the program of the Educational 
Council for Foreign Medical Graduates but also 
urged that judicious consideration be given to 
local problems involved in the July 1, 1960 dead- 
line for certification of foreign graduates and 
practicing physicians; 

6. Urged that medical schools include in their 
curriculums a course on the social, political and 
economic aspects of medicine. 


From GP’s Special Washington Correspondent 


THE Civil Service Commission expects to pro- 
mulgate before March 15 the regulations govern- 
ing the Federal Employees Health Benefits Pro- 
gram. Virtually every practicing physician in 
the country will be affected, since this new medi- 
cal care undertaking will cover an estimated 1.8 
million federal workers and their 2.2 million 
husbands, wives and children. 
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Trends and Events in the Nation’s Capital 


Shortly before New Year’s, the commission 
distributed for comment and criticism a pro- 
visional draft of the regulations. Some of its 
provisions were as follows: 

There shall be no exclusion from benefits be- 
cause of pre-existing conditions. Waiting periods 
also are prohibited. 

“Discrimination” among practitioners is for- 
bidden. Compensation is authorized for optome- 
trists, osteopaths or even chiropractors, so long 
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as they are duly licensed and the services which 
they perform are covered under this new health 
insurance program, which becomes effective in 
July. 

If an employee declares a husband to be de- 
pendent, the former must supply a physician’s 
certification that the man is incapable of self- 
support due to physical or mental disability. 

Aetna Life Insurance Co. of Hartford, Conn., 
has been selected as carrier of the indemnity- 
type plan that will be offered to employees. Also 
available will be the Blue Cross and Blue Shield 
programs and membership in closed panel medi- 
cal care groups. The commission expects to enter 
into contracts with between 30 and 40 health 
benefit plans of different descriptions. 


Medical Care Costs Climb 


Rapid growth of the nation’s medical bill in 
past decade is illustrated by a statistical com- 
pilation prepared by the Social Security Ad- 
ministration and published in the official month- 
ly “Social Security Bulletin.” 

In 1958, the private outlay for all health and 
hospital services was $16,397,000,000, of which 
$4,290,000,000 went for physicians’ services. 
Hospital bills, including premiums for prepaid 
insurance, totaled $5,102,000,000; medicines and 
appliances, $4,362,000,000; dentists’ services, 
$1,674,000,000. The remainder was accounted 
for principally by other professional services and 
nursing home care. 

The grand total of expenditures was $1 billion 
more than it was in 1957 and came to $95.65 per 
capita. About $3 out of every $4 was for direct 
payment, the remainder going for prepaid in- 
surance coverage. 

Per capita expenditure for physicians’ services 
in 1958 was $25.02. This is less than it was for 
hospitals ($29.76) or even for medicines and 
appliances ($25.44). 

In 1948, only 8 per cent of the country’s medi- 
cal bill was paid for by insurance; by 1958, it 
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was 24 per cent. In the same period, the hospital 
bill proportion rose from 27 per cent to 54 per 
cent. 

For physicians’ services, prepayment went up 
five-fold; in 1958, 32 per cent of the amount 
spent for them was accounted for by insurance, 
compared with 6 per cent in 1948. In the same 
decade, total expenditures for doctor care in- 
creased 66 per cent. 


More Industrial Injuries Noted 


In the manufacturing industries of this coun- 
try, the injury-frequency rate for the third quar- 
ter of 1959 was 13.4, i.e., 13.4 disabling work in- 
juries per million employe-hours worked. This 
was the highest rate since 1953, according to 
preliminary reports by U. S. Bureau of Labor 
Statistics. 

Despite the general upward trend, eight of the 
138 individual industries for which data are re- 
ported had decreases of one full point or better 
for the first nine months of 1959, compared with 
same period in 1958. 

Physicians and other interested persons may 
obtain free the publication, “‘Little Strokes: Help 
Through Research,” from Washington. This is a 
newly published brochure by U.S. Public Health 
Service which outlines a plan of action and de- 
portment for individuals who have suffered minor 
strokes. 

The booklet devotes attention to such rela- 
tively minor symptoms as thickness of speech, 
dizziness and numbness of limbs; warns against 
the hazards of self-diagnosis and stresses im- 
portance of immediate medical care; reviews 
current research conducted or financed by 
National Institute of Neurological Diseases and 
Blindness. 

That institute, situated in Bethesda, Md., will 
supply single copies without charge. For quan- 
tity orders, the price is $7.50 per 100 from the 
Superintendent of Documents, Government 
Printing Office, Washington 25, D.C. 
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Senate Subcommittee Publishes Report 


Recently the Senate Subcommittee on Prob- 
lems of the Aged and Aging published a 677- 
page volume containing responses to its ques- 
tionnaire survey on factors influencing the health 
and welfare of older persons. Here are some ex- 
cerpts and cullings, with particular reference to 
medical needs. 

A Massachusetts public health official sug- 
gests more geriatric clinics for training of medi- 
cal and paramedical personnel as well as for 
treatment. 


“Home care programs should be provided,” 
said a Connecticut social service worker, “so 
that a team of medical workers could be called 
in by the family physician to provide in the 
home much the same type of care that could be 
given in the hospital.” 

Still another comment pointed out a private 
physician’s viewpoint. Reduced fees, permitting 
greater numbers of the aged to be enrolled for 
prepaid medical care coverage, should be encour- 
aged, a Tennessee physician volunteered. 


Also see the AMA Washington Report, page 301. 


Sixteen Authors of GP Articles 
Eligible for This Year’s Ross Awards 


SIXTEEN Academy members, the largest number 
since the Ross Award program began, are in the 
running for the two $1,000 awards which will be 
given the winners next month during the Scien- 
tific Assembly in Phila- 
delphia. 

Each year, awards of 
$1,000 are given to the 
two Academy members 
who have authored the 
most noteworthy scien- 
tific articles in GP dur- 
ing the past year. 

This year, Dr. R. 
Varian Sloan, Honolulu, 
Hawaii, who is chair- 
man of the Academy’s 
Ross Award Commit- 
tee will announce the 
Winners and make the 
presentations at 3 P.M. 
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Wednesday, March 23, in Convention Hall, 
Philadelphia. 

The winners will be decided by three judges, all 
deans of leading medical schools, who have been - 
selected by the Ross Award Committee. 

The judges for this year’s awards are Dr. Clay- 
ton G. Loosli, dean of University of Southern 


To Pick Ross Award Winners—This trio of medical school deans has been appointed by 
the Academy’s Ross Award Committee to serve as judges of the two winners who will be 
announced next month in Philadelphia. Left to right are Dr. T. H. Harwood, University of 
North Dakota; Dr. Clayton G. Loosli, University of Southern California and Dr. William 
F. Maloney, Medical College of Virginia. 
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California School of Medicine, Los Angeles; Dr. 
T. H. Harwood, dean of University of North 
Dakota School of Medicine, Grand Forks, and 
Dr. William F. Maloney, dean of the Medical 
College of Virginia, Richmond. ; 

Serving with Dr. Sloan on the Ross Award 
committee are Drs. Ralph J. Lum, Jr., Santurce, 
Puerto Rico; Willard H. Pennoyer, Cheyenne, 
Wyo.; Alan K. Johnson, Williston, N.D., and 
Russell G. McAllister, Richmond, Va. 

To be eligible for the awards, Academy mem- 
bers must adhere to the following Ross Award 
rules: 

1. No Academy officer, director or member of 
the Publication Committee can be considered for 
the award. 

2. Any member who has written an article for 
GP in collaboration with a nonmember physician 
shall not be eligible. 

According to the rules, the following authors 
and their contributions are eligible: 

February, 1959 A Medical Viewpoint for 
Prevention of Crime 
BERTRAM B. Moss, M.D., 
Chicago, II. 


The Sick Newborn 
KEITH HAMMOND, M.D., 
Paoli, Ind. 


Intestinal Parasitism in a 
Rural Patient Population 
J. J. KIRSCHENFELD, M.D., 
Ft. Deposit, Ala. 


Mortality Survey in 26 Years 
of General Practice 
CHARLES BARON, M.D., 
Covington, Ky. 


Cancer Detection in General 
Practice 

ROLAND A. LOEB, M.D., 
Lancaster, Pa. 


March, 1959 


March, 1959 


March, 1959 


April, 1959 
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May, 1959 


August, 1959 


September, 1959 


September, 1959 


September, 1959 


November, 1959 


November, 1959 


November, 1959 


December, 1959 


December, 1959 


December, 1959 


December, 1959 


Ultraviolet in General Prac- 
tice 

EDWIN MATLIN, M.D., 

Mt. Holly Springs, Pa. 


Facts About Nomenclature 
CHARLES BARON, M.D., 
Covington, Ky. 


Female Circumcision, Indi- 
cations and a New Technique 
W. G. RATHMANN, M.D., 
Inglewood, Calif. 


A Proposed Method for Pre- 
vention of Pulmonary Hya- 
line Membrane 

JACK CURRY REDMAN, M.D., 
Albuquerque, N.M. 


The Body’s Response to 
Burning 

W. D. SNIVELY, M.D., 
Evansville, Ind. 


Drug Evaluation in General 
Practice 

JAMES E. REEVES, M.D., 
San Diego, Calif. 


Simplified Measurement of 
Pulmonary Function in Of- 
fice Practice 

L. P. CARMICHAEL, M.D., 
Miami, Fla. 


Catch as Catch Can Hypnosis 
J. B. DEISHER, M.D., 
Seward, Alaska 


Allergic Cystitis: The Cause 
of Nocturnal Enuresis 
JAMES C. BRENEMAN, M.D., 
Galesburg, Mich. 


Bloodless Measure of Venous 
Pressure 

J. H. VERHAVE, M.D., 
Portales, N.M. 


Total Approach in the Man- 
agement of the Agitated Se- 
nile Patient 

EDWARD SETTEL, M.D., 
Brooklyn, N.Y. 


The Unpredictable Thyroid 
JOHN F. GANEM, M.D., 
Louisville, Ky. 
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Academy Member Spies was unanimously named president- 
elect of Southern Medical Association during its annual 
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Tom D. Spies, M.D. 


Academy Member Spies was unanimously named president- 
elect of Southern Medical Association during its annual 
meeting, November 16-19, in Atlanta, Ga. In addition, Dr. 
Spies was presented the Seale Harris Award which was ini- 
tiated this year in recognition of outstanding research in the 
field of metabolism, endocrinology and nutrition. The award, 
set up for SMA members excelling in these fields, will be 
given only when such a presentation is warranted. 


Indiana University Announces Two-Year 
General Practice Training Program 


On JULY 1 a two-year intensive general practice 
training program will be initiated at the Uni- 
versity of Indiana, the first such program to be 
established by a medical school. 

Indiana University Medical Center in Indian- 
apolis is planning the new program for the prepa- 
tation of family practice in accordance with the 
recommendations of the Academy and American 
Medical Association. 

This will be a separate entity from the regular 
internship and residency programs. The basic 
responsibility for the administration of the train- 
ing aspects will fall within the Department of 
Medicine. 

At the AAGP Assembly last year in San Fran- 
cisco, the Academy adopted a graduate training 
program for futwre general practitioners which 
stressed that there should be a minimum of two 
years of formal hospital training following attain- 
ment of the medical degree. 

The AMA followed in June with the adoption 
of the Report of the Committee on Preparation 
for General Practice which endorsed the belief 
that a period of at least two years of formal 
hospital training following attainment of the 
medical degree is necessary in preparation for the 
family practice of medicine. 

The Indiana chapter, through its Education 
Subcommittee on Liaison with Indiana Univer- 
sity School of Medicine, has worked very hard 
to bring about the new teaching program. 

Dr. Francis L. Land is chairman of this com- 
mittee which is also comprised of Drs. Charles R. 
Alvey, Edward C. Voges, Lester D. Bibler and 
A. Alan Fischer. 

The committee met early last summer with 
Dr. John D. Van Nuys, dean of the medical 
school; Dr. W. Donald Close, medical director of 
the medical center; Dr. John B. Hickam, head 
of the Department of Medicine and Dr. Glenn W. 
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Irwin of that department to discuss the two-year 
family practice program. 

The training period will consist of three di- 
visions: 

The purpose of the first division is to familiar- 
ize the trainee with the functioning of those 
services in which he is later to work in a pro- 
gressively more responsible capacity. It will con- 
sist of experience in the emergency room, medi- 
cine, pediatric, obstetric and gynecologic services. 

The second division will encompass advanced 
experience in medicine and pediatrics. While in 
medicine the trainee will serve in the outpatient 
department under the chief of that service. Here 
he will practice outpatient medicine and here 
both scheduled and emergency patients will be 
seen. 

There will be opportunity to follow patients 
through the various consultative services, in- 
cluding psychiatry, and into the hospital if they 
are admitted. While on pediatrics, he will serve 
part of the time as a resident on one of the in- 
patient services which is a position of consider- 
able responsibility. The other period will be spent 
in the outpatient division where he will be under 
the direct supervision of the chief of that service. 
There will be experience in the management of 
the newborn. 

The third division will consist of elective work 
and it is anticipated that in most instances it will 
be spent in office gynecology and nonoperative 
obstetrics. This division, however, might consist 
of added work in the medicine, pediatric, 
psychiatric or emergency services. 

The stipend is $2,400 for the first year and 
$2,700 for the second year. In addition, the 
trainee will enjoy all the privileges extended to 
the other members of the house staff. There are 
to be three appointments a year and the selection 
is to be through the regular procedure of the 
Intern Matching Program. 

A feature story on this new program will ap- 
pear in the April issue of GP. 
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Los Angeles County Medical Association 
Drops Its Controversial Medical Plan 


THE CONTROVERSIAL Los Angeles Medical Plan 
(LAMP) has been dropped by the Los Angeles 
County Medical Association. 

The Los Angeles County council agreed to 
cease activities concerning LAMP following a 
special meeting of the 7,300 member organiza- 
tion. At this meeting the vote was 529 to 86 
against the plan. 

LAMP was to have been a corporation to 
represent physician members in dealing with 
insurance companies and third parties partici- 
pating in the purchase and distribution of medi- 
cal care. 

The plan was opposed on the basis that “any 
plan that proposed a total-fee-for-services prin- 
ciple has been proved to encourage abuse, to 
create disunity and to jeopardize the quality of 
medical care.” 


AAMC Survey Sampling Seems To Show 
Specialty Trend for 1959 Graduates 


A RECENT STUDY by the Association of American 
Medical Colleges revealed that 64 per cent of the 
1959 male medical school graduates who answered 
the query plan to practice a specialty as against 
27 per cent who intend to become general practi- 
tioners. 

According to the study, 71 per cent of the 
Women graduates indicate they will enter a 
specialty field while 11 per cent plan a general 
practice. The remaining percentages of both 
male and female graduates were undecided. 

The purpose of the study was to survey medi- 
cal education from building costs to income and 
expenditures. The report showed that expenses 
for medical students average from $2,376 for a 
single student to $3,925 for a married student 
with two or more children. It was noted that 52 
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per cent of these 4,665 graduates are in debt and 
6.5 per cent have incurred debts over $10,000. 

Since 1935 the percentage of doctorates in the 
biologic sciences has decreased; and in 1958, 619 
budgeted academic positions were vacant. 

It was estimated in the study that by 1975 the 
U.S. will need 10,400 new physicians to maintain 
the ratio of 132 doctors per 100,000 persons. By 
1965 medical schools say they will need $757.2 
million for new facilities in teaching, research, 
hospitals and administration. 

In the past 11 years medical schools have re- 
ceived $113.5 million from the government and 
spent over one billion dollars for new facilities. 
Fifty-one private and public schools surveyed re- 
ported a decrease in the proportion of income 
from tuition, fees, grants and endowments over 
the past 17 years. To meet expenses the schools 
are relying more on states, universities and other 
sources. The per cent of income from these 
sources reached 40 per cent in 1957. 


Physicians and Students Should Be 
Given Instruction on Insurance 


MEDICAL SCHOOLS and medical societies should 
be urged to give instruction to doctors and stu- 
dents in the use and principles of health in- 
surance. 

The suggestion was made by Dr. Haddon M. 
Carryer of the Mayo Clinic at the recent Indi- 
vidual Insurance Forum of Health Insurance 
Association of America in New York City. 

In discussing the current efforts on the part of 
both the medical and insurance professions to ex- 
tend the usefulness of health insurance, Dr. 
Carryer pointed out the major common problems 
which beset physicians in handling insurance 
cases. 

Among problems listed by Dr. Carryer were 
the costs of processing large numbers of claims, 
the failure by patients to understand the nature 
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Tetracycline Phosphate Complex (TETREX® ) 


U.S. PAT. NO. 2,791,608 


in the Therapy of PNEUMONIA 


Preferably, antibiotic therapy should be based on 
pretreatment culture of the offending pathogen, but 
in bacterial pneumonia the problem may well be too 
pressing to permit the required delay of 24 to 48 
hours. A differential diagnosis among bacterial pneu- 
monias, based on such clinical grounds as speed of 
onset, sepsis and pain may guide the choice of anti- 
biotic for initiation of therapy. 

Should clinical judgment dictate that antibiotic 
therapy be started immediately, at the same time a 
sputum sample or a subglottic swab can be sent to the 
laboratory for culture and sensitivity studies. If the 
response to the first antimicrobial agent proves unsat- 
isfactory, a reasonable basis for changing therapy 
will then be at hand. 


Choosing the Antibiotic 


Since therapy must be started at once for bacterial 
pneumonia, it is advisable to choose a broad-spec- 
trum antibiotic that quickly produces high levels of 
active agent (e.g., tetracycline phosphate complex, 
TETREX). Such an antibiotic probably has the best 
chance of controlling the pathogen, whether it be 
gram-negative or gram-positive. And if the labora- 
tory report shows that the invading organism is much 
less sensitive to tetracycline than to other agents, the 
patient can then be changed to an appropriate anti- 
biotic. If the difference in sensitivity is slight, then 
the possibility of side effects, sensitization, and tox- 
icity should be evaluated before changing therapy to 
another antibiotic. 

The greatest number of bacterial pneumonias are 
caused by pneumococgi, which respond very well to 
penicillin, tetracycline, and chloramphenicol. Also, 
these antibiotics are usually effective against the 
other gram-positive coccal pneumonias. But peni- 
cillin is ineffective against the viral pneumonias and 
the gram-negative Hemophilus influenzae and Kleb- 
siella pneumoniae. Although K. pneumoniae causes 
only about 1 to 2 per cent of pneumonia cases on the 
average,' these are apt to be acute and fulminating 
(Friedlainder’s pneumonia), with a high mortality 
rate if not effectively treated. Since pneumococcal 
pneumonia may be difficult to distinguish clinically 
from Friedlander’s, except by gram-stained sputum 
smear, it may be wiser to start treatment with an 
agent also effective against Klebsiella. 

Penicillin, however, in addition to having a lim- 


258 


ited spectrum, also causes many minor and some 
serious sensitivity reactions. In a recent survey” it 
was found that penicillin produced severe skin 
reactions. But most important was the observation 
that anaphylactic shock, with a fatality rate of about 
9 per cent, was the most frequent serious reaction. 
Such severe reactions are almost always associated 
with parenteral administration. 

Tetracycline is also clinically effective in primary 
atypical pneumonia.*® 

The tetracyclines (e.g., TETREX) have the advan- 
tages of a broad range of antimicrobial activity and 
low toxicity. And in addition, the physician does not 
have to trouble himself or his patients with repeated 
blood studies when he prescribes TETREX. Minor 
reactions such as gastric upsets or mild skin rashes 
occur occasionally. The most serious side effects 
are staphylococcal and monilial overgrowth, but 
these are rare and can be adequately controlled. 

No one would deny that appropriate antibiotic 
therapy has greatly reduced morbidity and saved 
many lives of patients with bacterial pneumonia. 
Nevertheless, general supportive measures in the care 
of patients remain important even today. Especially 
in the desperately ill patient, antibiotics are not con- 
sidered as substitutes for the individual evaluation, 
clinical observation and judgment of the physician. 


Some Micro-organisms Susceptible* to 
Tetracycline (TETREX)” 


Streptococcus ; Staphylococcus ; Pneumococcus ; Gono- 
coccus; Meningococcus; C. diphtheriae; B. anthracis; 
E. coli; Proteus; A. aerogenes; Ps. aeruginosa; K. 
pneumoniae; Shigella; Brucella; P. tularensis; H. in- 
fluenzae; T. pallidum; Rickettsiae; Viruses of psitta- 
cosis and ornithosis, lymphogranuloma inguinale, 
primary atypical pneumonia; E. histolytica; D. granu- 
lomatosis. 
a Some strains are not susceptible. 
b Table adapted from Good , L. S., and Gilman, A.: The 
Pharmaceutical Basis of Therapeutics. 2nd edition, New York, 


The Macmillan Co., 1956, pp. 1322-1323. 


References: 1. Wood, W. E., Jr.: In: A Textbook of Medicine. Edited by 
Cecil, R. L., and Loeb, R. F., 9th edition, Philadelphia, W. B. Saunders 
Co., 1955, p. 145. 2. Welch, H.; Lewis, C. H.; Weinstein, H. I., and 
Boeckman, B. B.: Severe ti to ibiotics. A nationwide survey. 
Antibiotic Med. & Clin. Ther. 4:800 (Dec.) 1957. 3. Keefer, C. S.: The 
choice of an anti-infective agent. In: Drugs of Choice, 1958-1959. Edited by 
Walter Modell, St. Louis, The C. V. Mosby Co., 1958, p. 135. 
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News 


of the insurance and of benefits to which they are 
entitled, and the physician’s failure to under- 
stand features of some of the newest policies. 
Dr. Carryer said he believed instruction should 
be started in the medical schools with a series of 
lectures. Further, such instruction should extend 
to the county and state medical society levels so 
that physicians understand clearly the signif- 
icance of such terms as comprehensive insurance, 
catastrophic insurance, corridors, deductibles and 


coinsurance. 


Texas General Practitioners Fare Well 
In Hospitals, According to Chapter Poll 


THE RESULTs of a recent poll made by the Texas 
chapter show that Texas hospitals place little re- 
striction on general practitioners. 

The chapter’s Hospital Committee chairman, 
Dr. Joe Steger, reports that 500 physicians par- 
ticipated in the survey. The general practitioners 
used in the sample averaged 10.4 years of practice 
and represented 281 hospitals of varying size in 
all areas of the state. 

Some of the survey questions appeared in a 
recent issue of General Practice Press, the Texas 
chapter publication. Of the 500, 352 reported that 
their hospitals had a plan whereby physicians ob- 
tained privileges by demonstrating their ability. 
Only 57 said that general practitioners were re- 
stricted even though qualified. 

On obstetric and gynecologic procedures re- 
quiring consultation, 64 physicians practice in 
hospitals where consulting opinion is not required. 

All the doctors reported that consultants ex- 
amine the patient but half indicated that there 
was no charge for the service. 

A few physicians (15) said they were restricted 
on admission of patients. The returns showed an 
even split on the matter of full privileges for re- 
cently graduated general practitioners. A large 
majority reported that their hospitals had a gen- 
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eral practitioner on the group which determine 
hospital privileges. 


Action May Come at Meeting This Month 
Regarding Patient Fees for Residents 


ACTION on whether residents should receive fees 
for treating paying patients is expected to be 
taken this month during the American Medical 
Association’s Congress on Medical Education 
and Licensure in Chicago. 

Last fall, medical school leaders averted a 
showdown with the AMA on the subject by ask- 
ing the executive council of the Association of 
American Medical Colleges to further study the 
matter. 

AAMC maintains its position that it is “‘prop- 
er” for experienced residents to receive fees and 
insurance allowances for treating nonindigent pa- 
tients, provided the payments go directly into a 
fund earmarked for residents “‘and do not accrue 
to the general operating income of a hospital, 
medical school or university.” 

Last June the AMA House of Delegates re- 
affirmed its ‘opposition to payment to residents- 
in-training for medical services.” 


Former AHA President Urges Franchising 
Plan for Decreasing Hospital Costs 


A METHOD of decreasing hospital costs by state 
franchising was proposed recently by Mr. Ray E. 
Brown, a past president of the American Hospital 
Association and superintendent of the University 
of Chicago Clinics. 

Mr. Brown stressed the need for efficient plan- 
ning and pooling of hospital resources on a region- 
al basis. A franchising system would permit hos- 
pital construction or expansion only in areas 
where they would receive maximum use and 
could function most efficiently. 
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Writing for Hospitals, journal of the AHA, Mr. 
Brown said the method of franchising offers the 
best means of solving the problem of hospital dis- 
tribution and utilization while doing the least 
damage to the voluntary system. 

According to Mr. Brown the public wants hos- 
pital costs controlled but at the same time wants 
complete freedom of hospital use, insisting upon 
use of hospitals at its convenience rather than in 
the most efficient manner. He believes costs will 
be kept down if hospitals are planned in a co- 
ordinated way—in terms of geography and serv- 
ices offered. 

Another author in Hospitals, Mr. Walter J. 
Rome, executive director of Children’s Hospital, 
Pittsburgh, suggested that greater use of the Hill- 
Burton Hospital Survey and Construction Act 
with its regional planning mechanisms would 
help solve the problem of hospital costs. 

Mr. Rome believes there should be coordinated 
voluntary hospital systems on a regional basis. 
He thinks these systems should be expanded into 
citizen-run regional planning groups, supervised 
by state Hill-Burton agencies and financed by 
the act. 


New York Expects Problem with Higher 
Standards for Foreign Medical Graduates 


HIGHER qualification standards for foreign- 
trained interns and residents, due to go into effect 
this coming summer, very likely will cause a seri- 
ous shortage of interns and resident doctors in the 
New York hospitals, according to the Hospital 
Council of Greater New York. 

The council reports that nearly half the interns 
and residents in New York today are foreign 
trained. In 1986 they formed only about 8 per 
cent of the total. 

By next summer the examination of the Edu- 
cational Council for Foreign Medical Graduates 
is expected to be generally required in order to 
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establish the foreign doctors’ knowledge of Eng- 
lish and professional training. 

Since the educational council has been giving 
such examinations, the rate of failure has been 
about 30 per cent. 

The Greater New York Hospital Council re- 
ports that hospitals affiliated with any of New 
York City’s six medical schools have been able to 
fill most posts with graduates of American schools. 
However, 28 voluntary hospitals in the city with 
approved programs have had to rely on foreign 
graduates. 

The council also pointed out that the origin of 
foreign-trained doctors had changed over the 
years. Before World War II, 90 per cent of those 
who came to New York were trained in Western 
Europe. Now more than half come from Asian 
countries, and nearly one-fourth of them are 
from the Philippines. 


“T think it’s high time 
you and I called it quits, Bobby.”’ 
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Patient ease of insertion—automatic placement. 
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KORO-FLEX (contouring) Diaphragms 
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Recommend: KORO-FLEX Compact, the 

ONLY compact that provides the arcing dia- 
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style bag with zipper closure. 
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Regional Membership Meetings 


SINCE LAST FALL, nine regional membership meet- 
ings under the guidance of the Academy’s Com- 
mission on Membership and Credentials have 
been held throughout the country. 


Atlanta Regional Meeting— West Virginia, Maryland, Dis- 
trict of Columbia, Florida, Georgia and Puerto Rico repre- 
sentatives comprised the Region Three session in Atlanta. 
Commission representative, Dr. William M. Moncrief, met 
with them. 


New Orleans Regional Meeting—Region Four representa- 
tives from Mississippi, Alabama, Kentucky, Tennessee and 
Louisiana met in New Orleans. Commission representative 
was Dr. Julius Michaelson. 
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The meeting places were New York City; 
Chicago; Atlanta, Ga.; New Orleans; Omaha, 
Neb.; Denver, Colo.; Tulsa, Okla. ; Seattle, Wash., 
and San Francisco. 

Nearly 150 persons took part in these discus- 
sions. The following four photographs are repre- 
sentative of the nine meetings. 


Chicago Regional Meeting — Representatives from Wisconsin, 
Michigan, Ohio, Illinois and Indiana comprised the Region 
Two meeting which convened in Chicago. Dr. Francis P. 
Rhoades was regional representative for the commission. 


Omaha Regional Meeting— The session for Region Five in- 
cluded representatives from North Dakota, Minnesota, South 
Dakota, Nebraska and Iowa. Dr. John C. Smith was the com- 
mission’s regional representative. 
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so ... then it’s 
nutrients of meat’ 


SWIFT 


...the meat 


specialist! 


In the field of baby foods, 
all Swift’s skill goes into 
making only meats, meat 
dishes and high-protein 
egg yolk varieties. 

Naturally so, for fine 
meats are Swift’s spe- 
cialty, and have been for 
over 105 years. 

In preparing this vital 
growth food for babies, 
our long experience, con- 
tinuing research and con- 
stant striving for better 
methods, assure your lit- 
tle patients the maxi- 
mum of meat’s nutritive 
values. And, important 
too in infant feeding, the 
taste and texture enjoy- 
ment that makes meal- 
times easy for mothers. 


Six High Meat Dinners 
... also Nine 100% Meats 


OUR 105TH YEAR 
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Medical News in Small Doses: 


FOLLOWING the death of Dr. M. C. Wiginton, the 
Academy’s Board of Directors appointed Direc- 
tor John O. Milligan, Seattle, Wash., to assume 
the chairmanship of the Mental Health Commit- 
tee for the balance of the year . . . Academy Vice 
Speaker Carroll L. Witten, Louisville, Ky., was 
recently elected chairman of Southern Medical 
Association’s Section on General Practice. In ad- 
dition to a great many medical and civic speaking 
appearances, Dr. Witten has just completed a 
tour for the “Speaking to American Youth’”’ cir- 
cuit, which includes 17 high schools in the Louis- 
ville area. In each of these presentations he made 
a point of mentioning the family physician and 
the important position that the Academy has 
played in maintaining the best medical care for 
the patient . .. Academy Member Will E. Neal, 
former Republican Representative from West 
Virginia, died November 12 of a heart ailment. 
The 84-year-old physician was elected to the 
House for the first time in 1952, lost in 1954, 
regained his seat in 1956 and lost again in the 
1958 election. . . . The Institute for Advancement 
of Medical Communication has received grants 
from USPHS for three current studies and proj- 
ects aimed at improving intraprofessional com- 
munication. . . . New dean of the University of 
Pennsylvania’s Graduate School of Medicine is 
Dr. Paul Nemir, 39, who has been associate pro- 
fessor of surgery in the graduate school and 
assistant professor of surgical research... . A 
national rare blood club has been established 
with headquarters in New York City. Associated 
Health Foundation, Inc., is the sponsoring agen- 
cy. Persons with rare blood are being asked to 
enroll—members will not be asked to donate 
their blood until an emergency arises. By the 
same token these members will be able to call 
upon the club should they be in need of blood for 
themselves or other members of their family. 
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Fostex 


treats their 
acne 


degreases 
the skin 
completely 
emulsifies and 
washes off 
excess oil 
from the skin. 


helps remove 
blackheads 
penetrates 

and softens 
comedones, 
unblocks pores 
and facilitates 
removal of sebum 
plugs. 


dries and peels 
the skin 
removes papule 
coverings and 
permits drainage 
of sebaceous 
glands. 


while they wash” 


Patients like Fostex because it is $0 easy to use. 
They simply wash acne skin 2 to 4 times a day 
with Fostex Cream or Fostex Cake, instead of 
using soap. 


Fostex contains Sebulytic®,* a combination of 
surface-active wetting agents with remarkable 
antiseborrheic, keratolytic and antibacterial ac- 
tions ... enhanced by sulfur 2%, salicylic acid 
2%, and hexachlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sul- 
fonate and sodium diocty!l sulfosyccinate. 


Fostex is available in two forms 


FOSTEX Fostex Cream and Fostex Cake 

are interchangeable for thera- 

hy ay peutic washing of the skin. 

. Fostex Cream is approximately 

twice as drying as Fostex Cake. 

FOSTEX Fostex Cream is also used as a 

CAKE therapeutic shampoo in dan- 
in bar form druff and oily scalp. 


Write for samples - 
WESTWOOD PHARMACEUTICALS 
Buffalo 13, New York 


265 


i 

| 
= 


TABLETS AND ELIXIR 
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Alcohol 


Average Dose: 1 tablet or 1 tsp. (5 cc.) t.i.d. 
Supply: Tablets, bottles of 100 and 500. 
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e Niatric improves respiration and cerebral function 
e Niatric improves circulation 

e Niatric protects capillary integrity 

e Niatric prevents brain tissue hypoxia 
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News from the State Chapters 


IN A SPEECH at the New York chapter’s annual 
meeting, Dr. Louis M. Orr, American Medical 
Association president, stressed the plight of the 
nation’s 15 million elder citizens whom he calls 
the “neglected minority.” 

Speaking at the banquet of the October 18-22 
meeting held in New York City, Dr. Orr criticized 
forced retirement at 65 and said that it should be 
based on an individual’s skills and ability rather 
than age. He challenged the nation to help turn 
old age into something more than “‘a chronologi- 
cal period of life.” 

“A physician can treat aches and pains,” he 
said, “but we have yet to find an antidote for 
loneliness or rejection.”’ He also urged physicians 
to use more preventive medicine in the care of 
the aged. (See cuts.) 

Among the 21 guest speakers at the four-day 
meeting was AAGP Executive Director Mac F. 


New York Welcome—Greeting Francis Cardinal Spellman 
of New York at the Empire State chapter's annual meeting 
are Dr. Louis Orr, president of the AMA (center) and 
Dr. Louis Bush, new president of the New York chapter. 
Cardinal Spellman gave the invocation at the banquet. 
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Cahal, who addressed the congress of delegates. 
Other speakers included Dr. Charles K. Fried- 
berg, Columbia University; Dr. John H. Moyer, 
Hahnemann Medical College; Dr. William T. 
Foley, New York Cornell Medical Center; Dr. 
Edward Weiss, Temple University Medical 
School; Dr. O. Spurgeon English, Temple Uni- 
versity Medical School; Dr. Milton Rosenbaum, 
Albert Einstein College of Medicine; Dr. William 
B. Rawls, Polyclinic Hospital, New York; Dr. 
Charles Plotz, State University of New York Col- 
lege of Medicine, and Dr. William Dameshek, 
Boston Dispensary. 

Also, Dr. Richard H. Freyberg, Cornell Uni- 
versity Medical School; Dr. Marion B. Sulzberg- 
er, New York University-Bellevue Medical Cen- 
ter; Dr. William B. Sherman, Columbia Uni- 
versity; Dr. Conrad Milton Riley, Columbia 
University; Dr. Louis J. Soffer, Mount Sinai Hos- 
pital; Dr. Michael J. Jordan, New York Uni- 
versity-Bellevue Medical Center; Dr. Alan F. 
Guttmacher, Mount Sinai Hospital; Dr. George- 


Guests of Honor—Guests at the head table of New York 
chapter’s banquet at the Biltmore Hotel included: (left 
to right) Dr. William Buecheler; AAGP Executive Director 
Mac F. Cahal; AMA President Louis Orr; New York Presi- 
dent Louis Bush; New York Past President Alx Galvin; 
Francis Cardinal Spellman; AAGP Board Chairman Floyd 
Bratt; Dr. H. Feinberg, president of the New York State 
Medical Society; Dr. S. Wagreich, chairman of Coordinat- 
ing Council of the New York Boroughs, Dr. Archie Harris, 
NYSAGP board chairman. 
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CONTEMPORARY DESIGN, ECONOMY 
AND COMPLETE VERSATILITY, MAKE 
THESE THE FINEST MATTERN X-RAY 
UNITS EVER OFFERED. 


COMPACT —less space required . . . SIMPLIFIED—but 
allowing technical flexibility .. . CONTEMPORARY—will 
compliment its surroundings .. . VERSATILE—diagnostic 
radiography—fluoroscopy. 


COMPLETE .. . 18” focal spot table j 
top distance...recipromatic 
bucky . . . hand tilt table .. . 
12” x 16” fluoroscopic screen . . . 
motor driven table . . . spot device 
12” x 12” fluoroscopic screen. 


..- 100 MA Control, floor, 
desk or wall mount 

... 300 MA Full Wave Con- 
trol Console, 1/30 second 
electronic timer . . . both 
with integrating fluoro- 
scopic timer. 


DIVISTON OF LAND- AIR 


Noape 


New York Directors—The board of directors for the chapter 
are: (standing left to right) Drs. Samuel Lieberman, Joseph 
H. Naumoff, Lloyd Burrell, Richard P. Bellaire, Joseph Kauf- 
man, Samuel A. Garlan and Frederick Schroeder. Second row: 
Drs. Royal S. Davis, G. Alx Galvin, Louis Bush, Edward 
Morgat and Archie M. Harris. 


Scientific Session—New York chapter reported good attend- 
ance at the scientific sessions of the 11th annual meeting with 
a total registration of 1,200 physicians, exhibitors and wives. 


THE NEW YORK st 
ATE A 
OF GENERAL PRACTICN” 


VOU TO nave? 


‘ON THE Spor 


ND URINE EXAMINATJONS 


COUNTY RESEARCH LABORS 


On the Spot—Ezaminations for physicians attending the 


New York annual meeting were held “on the spot” at the 
Biltmore Hotel. 
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anna E. Seegar Jones, Johns Hopkins School of 
Medicine; Dr. Milton H. Erickson, Phoenix, 
Ariz.; Dr. Herbert Mann, San Jose, Calif.; Dr. 
William E. F. Werner, Rockaway Park, N.Y., 
and Muriel Stone, R.N., Rockaway Beach Hos- 
pital. (See cut.) 

In the meeting of the congress of delegates, the 
chapter approved a proposal to hire an executive 
secretary. At the election of officers, Dr. Louis 
Bush of Baldwin was installed as president suc- 
ceeding Dr. Alx Galvin. Dr. Edward Morgat of 
Niagara Falls was selected as the chapter’s presi- 
dent-elect. Other officers include Dr. Royal Davis 
of New Rochelle, vice-president; Dr. Raymond 
W. McKeeby of Binghamton, re-elected for a 
sixth term as secretary-treasurer; Dr. John J. 
Flynn of Brooklyn, speaker, and Dr. Galvin of 
Ithaca, delegate. (See cuts.) 

To coincide with the annual meeting, Governor 
Nelson Rockefeller proclaimed the week of Octo- 
ber 18-24 as ‘Family Doctors’ Week.” 

After the New York City meeting the chapter 
sponsored a cruise to the Caribbean on the M.S. 
Kungsholm. The cruise featured a scientific lec- 
ture course. 


Presidential Ceremony—Dr. Alx Galvin (right) passes the 
gavel to New York’s incoming president, Dr. Louis Bush, at 
the annual banquet. 
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@ The Maryland chapter presented its ‘Physician 
of the Year” award to Dr. Harold B. Plummer of 
Preston October 10 at the banquet during the 
state’s 11th annual scientific meeting in Annap- 
olis. (See cut.) 

Dr. E. Paul Knotts presented an engraved 
plaque to the Preston physician and told the 200 
members, guests and wives that the selection was 
based on Dr. Plummer’s selfless devotion to his 
rural practice and his active participation in pro- 
fessional and community life. He is a past presi- 
dent of the chapter and of the Heart Association 
of the Upper Eastern Shore. This was only the 
fifth time since 1951 that the award has been 
bestowed. 

At the business meeting new officers were 
elected. Dr. Walter A. Anderson of Baltimore was 
installed as president. (See cut.) Other officers in- 
clude: Dr. Andrew C. Mitchell, Salisbury, presi- 
dent-elect; Dr. Charles P. Crimy, Baltimore, sec- 
retary; Dr. Harry L. Knipp, Baltimore, treasur- 
er. The four vice presidents are Drs. George A. 
Moulton, Jr., Westminister; Page C. Jett, Prince 
Frederick; J. Nelson McKay, Baltimore, and 
Donald F. Bartley, Easton. 


Physician of the Year—Dr. Fount Richardson, AAGP pres- 
ident, (left) commends Dr. Herold B. Plummer upon his se- 
lection by the Maryland chapter as ‘Physician of the Year.” 
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The Bowel is a veritable culture tube 
in which definite bacterial types 
struggle constantly to gain supremacy 


ZYMENOL, in vitro tests show, 
promotes growth of normal intestinal 
flora—especially the favorable B.coli. 


ZYMENOL helps overcome imbal- 
ance of intestinal flora resulting from 
irritants, antibiotics and constipation 
by aiding restoration of adequate, un- 
hurried bowel movements. 


ZYMENOL, the original and only 
emulsion with Brewers’ Yeast, softens 
bowel content, keeps it soft for easy, 
regular passage; simultaneously helps 
restore normal flora. 
¢ Teaspoonful dosage 
¢ Sugar-free ¢ Non habit-forming 
¢ Does not contain any irritative 
peristaltic stimulants 


Zymenol 


Available—At All Drug Stores 
and Hospitals 
Liberal Samples on Request 


Glidden Laboratories, Inc. 


Waukesha, Wisconsin 


1. Rettger, L.F.: Newer Knowledge 
of Bacteria and Immunofogy, Chicago, 
Univ. of Chicago Press, 1928, p. 639. 
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Louisiana Officers—Newly elected officers of the Pelican 
State chapter are (left to right): Dr. J. W. Crookshank, 
president; Dr. E. B. Flake, president-elect; Dr. B. M. 
Woodward, first vice president; Dr. F. M. Brian, second 
vice president; Dr. F. I. Nicolle, secretary, and Dr. R. G. Folse, 
treasurer. Shown in the background at the speaker’s rostrum 
is Dr. F. G. Rieger, meeting chairman. 


Louisiana Chapter Talk— Talking to Dr. Carl A. Nau, guest 
speaker from the University of Texas in Galveston, (center) 
are Louisiana’s new president, Dr. J. W. Crookshank (right), 
and Dr. Francis I. Nicolle, chapter secretary. The Louisiana 
meeting was held October 20-22 in Baton Rouge. 


California Visitor—AAGP President-elect John M. Walsh 
was the banquet speaker for Louisiana’s annual meeting. 
Shown center, he discusses the meeting with the chairman, 
Dr. Frank G. Rieger, (left) and another guest speaker, Dr. 
Irving Redler. 
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Delegates are Dr. Nathan Needle, Baltimore, 
and Dr. Bartley. Dr. Archie Cohen, Clear Spring, 
and Dr. J. Roy Guyther, Mechanicsville, are 
alternates. 

AAGP President Fount Richardson, Fayettes- 

ville, Ark., gave an address at the banquet on the 
topic, “Meeting and Overcoming Criticisms of 
Medical Cost.’ At a luncheon, the 30 new mem- 
bers of the Maryland chapter were introduced to 
President Richardson. 
e AAGP President-elect John G. Walsh of Sacra- 
mento Calif. presided at the installation of 
louisiana chapter’s new president, Dr. J. W. 
Crookshank of Lake Charles, during the October 
20-22 annual meeting in Baton Rouge. (See cuts 
at left.) 

Other new chapter officers are Dr. E. B. Flake 
of Shreveport, president-elect; Dr. Boyd M. 
Woodward of Lake Charles, first vice president; 
Dr. Francis M. Brian of Alexandria, second vice 
president; Dr. Francis I. Nicolle of New Orleans, 
secretary, and Dr. Roy G. Folse of Donaldson- 
ville, treasurer. 

Dr. Santo Taormina presented Mead Johnson 
Awards to three of the 1959 winners—Dr. Thom- 
as H. Nelson, Dr. Henry D. Pope, Jr. and Dr. 
Donald K. Haynes. Another award was the 
“General Practitioner Wife of the Year’ which 
went to Mrs. P. Armanad Donaldson of Reserve. 

Guest speakers for the 13th annual meeting in- 
cluded: Dr. John G. Walsh; Dr. Nicholas J. Chet- 
ta, coroner, Parish of Orleans; Dr. Vincent P. 
Collins, Baylor University College of Medicine 
and Jefferson Davis Hospital; Dr. David L. 
Markstein, Loyola University; Dr. Carl A. Nau, 
University of Texas; Dr. Irving Redler, Louisiana 
State University School of Medicine; Dr. Joseph 
A. Sabatier, Louisiana State Medical Society; Dr. 
Philip Thorek, Cook County Graduate School of 
Medicine, and Dr. Robert I. Wise, Jefferson 
Medical College. 
® The Hotel Valley Ho in Scottsdale was the site 
of the seventh annual scientific session of the 
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Governor Congratulates—Governor J. Millard Tawes (left) 
offers congratulations to Maryland’s new president, Dr. 
Walter A. Anderson (right). Looking on is the retiring 
president, Dr. J. Roy Guyther. 


Shop Talk— Discussing the lectures at the Arizona scientific 
meeting in Scottsdale are (left to right) Dr. Samuel Hale, 
president; Dr. Frank A. Shallenberger, immediate past presi- 
dent, and guest speaker, Dr. John G. Young of Southwestern 
Medical School, Dallas. 


Arizona chapter which attracted 111 practicing 
physicians for one of the most successful conven- 
tions the chapter has sponsored. 

At the business meeting, Dr. Samuel H. Hale of 
Phoenix was installed as president. (See cut.) In 
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the election of officers Dr. Arthur V. Dudley, Jr. 
of Tucson was selected as president-elect; Dr. H. 
Tallakson Alloys of Phoenix, vice president; Dr. 
Noel G. Smith of Phoenix, secretary, and Dr. 
Matthew Cohen of Phoenix, treasurer. 

Guest speakers for the three-day meeting, held 
October 15-17 were: Dr. J. Walter Wilson, Uni- 
versity of Southern California School of Medi- 
cine; Dr. W. D. Snively, Mead Johnson & Co.; 
Dr. John Ricker, Maricopa County and Crippled 
Children’s Hospitals of Phoenix; Dr. John G. 
Young, Southwestern Medical School; Dr. John 
A. Eisenbeiss, Phoenix; Dr. Stewart Wolf, Uni- 
versity of Oklahoma School of Medicine, and Dr. 
Robert B. Greenblatt, Medical College of Geor- 
gia. Presiding officers at the scientific sessions 
were Drs. Robert Price, Walter Brazie and 
Samuel Hale. 

The chapter also has planned a psychiatric 

seminar to be held this month at the State Hos- 
pital in Phoenix. Speakers for the February 13-14 
seminar are Dr. Frank F. Tallman, UCLA, “The 
General Practitioner and the Psychotic Patient”’; 
Dr. Arnold R. Friesen, U.S.C., ““When To Treat 
and What To Refer”; Dr. Edward J. Stainbrook, 
U.S.C., “Dealing with the Emotionally Disturbed 
Patient,” and Dr. Allen J. Enclow, UCLA. 
@ The North Carolina chapter held a session at 
Greensboro October 15 at which the following of- 
ficers were elected: Dr. Ralph B. Garrison of 
Hamlet, president; Dr. Stewart Robertson of 
Maplewood, president-elect; Dr. C. H. Garring- 
ton of Bethal, vice president, and Dr. Amos 
Johnson of Garland, delegate. 

This meeting in Greensboro was held for those 
members who were unable to attend the annual 
meeting which this year was a medical seminar 
cruise. The cruise was held November 4-16 with 
Bowman Gray Medical School. (See cut.) The 
1960 officers were installed on board the M.S. 
Stockholm during the cruise. (See cut.) 

The chapter chose Pinehurst as the site for its 
1960 meeting. 
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@ Michigan chapter’s 13th annual postgraduate 
clinic, November 11-12, presented a program of 
33 speakers from 15 states and Canada represent- 
ing nearly 30 universities and medical centers. 
Held at the Sheraton-Cadillac Hotel in Detroit, 
the scientific program covered eight areas: mod- 
ern treatment of allergy; headache and premen- 
strual tension; burns; steroid drugs; heart and 
vascular disease; obstetrics; rheumatic and re- 


Seminar Faculty— Lecturers from the Bowman Gray School 
of Medicine who presented the program for the North Carolina 
cruise are shown (left to right front row): Dr. Emory Miller; 
Dr. Robert Morehead; Dr. Ralph Garrison, past president, 
and Dr. Richard Burt. Second row: Dr. Coy Carpenter, Dr. 
Richard Proctor, Dr. Charles Sawyer and Dr. Richard 
Myers. 


North Carolina Officers—Dr. Charles Pugh (left), immediate 
past president of the North Carolina chapter, administers the 
oath of office to the new president, Dr. Ralph G. Garrison, 
aboard the M.S. STOCKHOLM during the chapter’s 11th annual 
meeting. 
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spiratory diseases; tranquilizers, and general med- 
icine—including diabetes and anemia. 

During the business meeting, Dr. C. Howard 
Ross of Ann Arbor was named president-elect. He 
will succeed Dr. Howard Rees of Detroit, the 
1960 president. Other officers elected were: Dr. 
E. Clarkson Long of Detroit, secretary (for his 
sixth term); Dr. Lyle W. Korum of Detroit, treas- 
urer; Dr. A. Carl Stander of Saginaw, speaker; 
Dr. John W. Rice of Jackson, a delegate, and Dr. 
Clark W. Royer of Battle Creek, an alternate 
delegate. 

Dr. Edwin Fenton served as toastmaster for 
the Parisienne-inspired banquet. A record-break- 
ing attendance of members and wives wearing 
French berets was treated to a floor show, “A 
Night in Gay Paree.” (See cut.) 

The ladies’ entertainment included lectures by 
Dr. Alice Macaulay of Valhalla, N.Y. and Dr. 
Peter Vlad of Buffalo. 
® The 11th annual scientific meeting of the South 
Carolina chapter, held at the Clemson House in 
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Michigan Goes Parisienne—On the lighter side of Michigan 
chapter’s recent postgraduate clinic was the annual banquet 
carried out with a French motif. Shown seated at the head table 
are (left to right): Mrs. Carl Stander; Dr. Stander, vice 
speaker; Mrs. Lyle Korum; Dr. Korum, treasurer; Mrs. 
Charles Sellers; Dr. Sellers, president of Wayne County 
chapter; Mrs. Milton Darling; Dr. Darling, president, Michi- 
gan State Medical Society; Mrs. Howard Rees; Dr. Rees, new 
MAGP president; Mrs. Edwin Fenton; Dr. Fenton, toast- 
master; Dr. F. P. Rhodes, chairman of the scientific program 
committee; Mrs. Rhodes; Dr. Clark Royer, retiring president; 
Mrs. Royer; Dr. Milton Weed, president Wayne County 
Medical Society; Mrs. Weed; Dr. E. Clarkson Long, execu- 
tive secretary; Mrs. Long; Dr. C. Howard Ross, president- 
elect; Mrs. Ross, and Dr. John W. Rice, delegate. 


Clemson October 1-2, drew a record attendance 
of 157 members and 60 wives. 

At the business portion of the meeting, Dr. 
William T. Hendrix of Spartanburg was installed 
as president. The president-elect of the chapter is 
Dr. Martin M. Teague of Laurens. The members 
elected Dr. Sam Garrison of Johnston as vice 
president and re-elected Dr. Horace M. Whit- 
worth of Greenville secretary-treasurer. 
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for symptomatic relief 
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South Carolina’s delegates are Dr. Harold M. 
Jervey of Columbia and Dr. George W. Price of 
Spartanburg and alternates are Drs. A. Richard 
Johnston of St. George and William Stuckey of 
Sumter. 

Special guest speakers for the social events 
were Dr. John B. Reckless who spoke on Eng- 
land’s medical system, Dr. Sam R. Kilgore who 
entertained luncheon guests with his ideas on be- 
havior problems in children, and AAGP President 
Fount Richardson who spoke at the banquet. 

The chapter also sponsored a two-day course 

on clinical hypnosis and psychosomatics at Clem- 
son House following the annual meeting. 
e Dr. Charles Herrick of Manchester, Mass. was 
installed as president of the Massachusetts chap- 
ter at the September 26-27 annual meeting in 
Boston. Dr. Herrick served a partial term as 
president-elect succeeding Dr. Bennett I. Field- 
ing who died July 30. 

Other officers elected were: Dr. Leonard F. 
Box, Beverly, president-elect; Dr. J. Whitney 
Brown, Needham, vice-president; Dr. James P. 
Warbasse, Jr., New Bedford, vice-president; Dr. 
Charles W. Stratton, Lee, secretary, and Dr. 
Nathaniel N. Bennett, Springfield, treasurer. 

The Honorable Arthur S. Flemming, Secretary 
of Health, Education and Welfare, featured guest 
speaker, addressed the chapter at the annual 
banquet. 

@ Over 250 members of the Connecticut chapter 
attended its annual meeting November 15 at the 
Waverly Inn in Cheshire, Conn. 

Dr. Rudolph A. Damiani of Waterbury, in- 
coming president, announced new postgraduate 
study programs in medicine, psychiatry and men- 
tal health to chapter members. (See cuts.) Dr. 
Damiani succeeds Dr. Joseph Massaro who was 
presented a gavel for his outstanding leadership. 
Other officers elected at the business meeting 
include Dr. Harold von Glahn, Old Lyme, presi- 
dent-elect, and Dr. D. Norman Markley, Hart- 
ford, secretary. Dr. Peter J. Scafarello, Hartford, 
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was re-elected treasurer and also named a dele- 
gate with Dr. Edwin Trautmen of Trumbull. 

@ At the recent annual meeting of the Maine 
chapter, Dr. Norman E. Dyhrberg of Cumber- 
land Mills was installed as president. 

Other officers elected at the meeting held 
October 3 in Lewiston are: Dr. Sidney R. Branson 
of South Windham, president-elect; Dr. Linus J. 
Stitham of Dover, vice president, and Dr. John 
D. Denison of Gardiner, secretary-treasurer. 


Connecticut Team— New officers for the Connecticut chapter 
were elected at the November 15 meeting in Cheshire. Shown 
left to right are: Dr. Norman Markley, secretary; Dr. 
Rudolph A. Damiani, president; Dr. Harold von Glahn, presi- 
dent-elect, and Dr. Peter J. Scafarello, treasurer. 


Hawaiian Evening—Straw hats and leis added atmosphere to 
the Connecticut chapter’s “Evening in Hawaii” theme at the 
annual banquet. Enjoying the festivities were (left to right): 
President Rudolph A. Damiani; Mrs. Damiani; Retiring 
President Joseph Massaro; Mrs. Massaro, and President- 
elect Harold von Glahn. 
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CIRRHOSIS WITH ASCITES 
AND EDEMA 


“In the first case . . . a severely edematous patient 
with marked ascites, there was a continuous diuresis 
throughout the 20-day course of chlorothiazide at 

a dose of 1,000 mg. every 12 hours .. .” 


Magid, G.J. and Forsham, P.H.: 
Metabolism, pp. 589-607, (Sept.) 1958. 


Dosage: One or two 500 mg. tablets DIURIL once or twice a day. 
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continuing 
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utstanding record 


safety and 
efficacy in: 


Supplied: 250 mg. and 500 mg. scored tablets DIURIL 
(Chlorothiazide). DIURIL is a trademark of Merck & Co., Inc. 
Additional information is availabie to the physician on request. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 


©1959 Merck & Co., INC. 
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AAGP President Fount Richardson of Fayette- 
Wille, Ark. was the featured speaker at the 
banquet. 
® Dr. Ben Keith Looper of Canton took over the 
Office of president of the Georgia chapter at its 
1ith annual meeting in Savannah. 

Other chapter officers elected at the October 
14-15 meeting include: Dr. Joseph B. Mercer of 
Brunswick, president-elect; Dr. Charles McAr- 
thur of Cordele, vice president, and Dr. William 
M. Moncrief of Atlanta, secretary-treasurer. 
® The Oklahoma chapter has announced plans for 
its annual meeting which will be held February 
15-16 at the Tulsa Hotel in Tulsa. 

Speakers for the chapter meeting will be Dr. 
Keith Hammond, Paoli, Ind.; Dr. Benjamin Fel- 
son, Department of Radiology, Cincinnati Gen- 
eral Hospital; Dr. James Kelly, Tulsa; Dr. Isa- 
dore Dyer, Tulane University; Dr. Carlo Scuderi, 
Chicago, Ill.; Dr. A. S. Ridolfo, Indianapolis, 
Ind., and Dr. W. D. Snively, Jr., medical direc- 
tor, Mead Johnson & Co., Evansville, Ind. 

General topics of discussion will be pediatrics, 
roentgenology, cleft palate repair, third stage la- 
bor emergencies, common feet problems, diabetes 
and large bowel obstruction. 

The chapter reported good attendances at the 
fall Red River Valley chapter meeting and the 
Oklahoma chapter symposium on October 2. 
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integral part 

of modern practice 

Has the diagnostic equipment in 
your office kept pace with your own 
knowledge of new drugs, medicines 
and therapeutic technics? If not— 
call in your Burdick man! 

He’ll bring you up to date on 

the latest advances in electromedical 
instrumentation—as for example, 

the Burdick dual-speed electro- 
cardiograph. Determine your 

net cost of new equipment, taking 
into consideration the income tax 
savings from annual depreciation 
allowances. This can make the pur- 
chase of new professional equipment 
far more attractive financially 

than you may have realized! 


THE BURDICK CORPORATION 
Milton, Wisconsin 


Branch Offices: New York « Chicago 
Atlanta « Los Angeles 
Dealers in all principal cities 
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(PARAFLEX® + TYLENOL®) 


for muscle relaxation plus analgesia 


Prescribe PARAFON in low back pain—sprains—strains— 
rheumatic pains 

Each ParAFoNn tablet contains: 

PARAFLEX® Chlorzoxazone+ 

The low-dosage skeletal muscle relaxant 

TyYLENOL® Acetaminophen .. 

The superior analgesic in musculoskeletal pain 

Dosage: Two tablets t.i.d. or q.i.d. 

Supplied: Tablets, scored, pink, bottles of 50. 


and in arthritis 


PARAFON | 


with Prednisolone 


Each PARAFON WITH PREDNISOLONE tablet contains: PARAFLEX® 
Chlorzoxazonet 125 mg., TyYLENoL® Acetaminophen 300 mg., 
and prednisolone 1.0 mg. 

Dosage: One or two tablets t.i.d. or q.i.d. 
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Precautions: The precautions and contraindications that apply 
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PARAFON WITH PREDNISOLONE. 
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Assembly News 


Insurance Exams, Disaster Tips, Office Psychiatry on Assembly Finale 


THE FINAL DAY of the 1960 Assembly in Phila- 
delphia will begin with a panel treatment of an 
ancillary, but very important, physician activity: 
“Life Insurance Examinations—Their Signifi- 
cance and Value.” 

Frequent estimates are heard of the number of 
family doctors who do surgery, who include pedi- 
atrics or obstetrics or neurology in their practice. 
Probably none of these figures would be as large 
as the number of general practitioners who handle 
insurance physicals. 

Yet a high proportion of these physicians have 
only a fuzzy understanding of the whys of the 
examination form, the relationships between the 
examiner, the company and the agent; what is 
expected in this type of examination, or the role 
it plays in the underwriting of an insurance ap- 
plicant. 

The problem of risk selection is many-faceted. 
The panel will discuss these facets and how they 
operate in the total picture of an individual’s 
insurability. 


Albert L. Larson, M.D. 

Dr. Larson will moderate 
the discussions involving the 
many and varied aspects of 
life insurance examinations. 
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Leading off as moderator will be Dr. Albert L. 
Larson, chief medical director of The Travelers 
Insurance Company, and chairman of the Com- 
mittee on Professional and Public Relations, 
Association of Life Insurance Medical Directors 
of America. Dr. Larson is also vice chairman of 
the Board of Life Insurance Medicine and the 
medical directors association’s representative to 
the Health Insurance Council. 

First panelist will be Dr. Milton H. Clifford, 
second vice president, Union Central Life Insur- 
ance Company of Cincinnati. For some 16 years 
Dr. Clifford served on the medical faculty at 
Harvard (his alma mater) and is presently assist- 
ant professor of clinical medicine at the Universi- 
ty of Cincinnati. 

Second on the list is Dr. Ennion S. Williams, 
vice president and medical director, The Life In- 
surance Company of Virginia of Richmond. He is 
also president-elect of the life insurance directors 
association, a past president of the Richmond 
Tuberculosis Association and on the Editorial 


Insurance Panelists— Helpful hints involving life insurance selection, forms and examina- 
tions will be given: by these three authorities: Dr. A. J. Oberlander (left to right), Dr. E. S. 
Williams and Dr. M. H. Clifford. 
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In prophylaxis of angina pectoris 
“The best results...” 


“The best results . . . in both clinical and electrocardiographic response, were 
observed with a combination of meprobamate and pentaerythritol tetranitrate 
[EQUANITRATE]. .. .”” Russek' so reported using double-blind methods in an 
important new study of pentaerythritol tetranitrate, a placebo, meprobamate, 
and EQUANITRATE. 

EQUANITRATE reduces the frequency and severity of attacks and controls 
angina-triggering emotions. 

Supplied: EQUANITRATE 10 (200 mg. meprobamate, 10 mg. pentaerythritol tetranitrate), white 


oval tablets, vials of 50. EQUANITRATE 20 (200 mg. meprobamate, 20 mg. pentaerythritol 
tetranitrate), yellow oval tablets, vials of 50. 


1. Russek, H.I.: Am. J. Cardiol. 3:547 (April) 1959. 
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Assembly News 


Committee of the Medical Society of Virginia. 

The final member of the group is Dr. Andrew 
J. Oberlander, medical director of the Prudential 
Insurance Company of America, with some 20 
years experience in the life insurance business. 
Dr. Oberlander is also chairman of the Industrial 
Medicine Committee of the Chicago Heart As- 
sociation. 

Challenge to Disaster 

From life insurance to wholesale death is a long 
and rather jarring step—but not one beyond the 
capacity of the ubiquitous general practitioner. 
In the midst of prosperity and the busy normal 
routine, it behooves the profession to take pause 
and evaluate its preparedness for the “‘unexpect- 
ed” of disaster proportions. To shake everyone 
from their complacency and give a quick look at 
the “might be’’ is the purpose of Dr. Joseph R. 
Shaeffer’s talk, ‘‘Fall In or Fall Out—A Profes- 
sional Challenge.” 

Dr. Shaeffer, who is director of medical educa- 
tion at Santa Rosa Hospital, San Antonio, Tex., 
began his association with trauma immediately 
after graduation from Cornell, when he interned 
at Rupture and Crippled Hospital, New York. A 
member of the surgical training section of the 
Trauma Committee of America and the American 
Association for Surgery of Trauma, he has long 
been a consultant to the Surgeon General of the 
Army, and for two years was chief of the Depart- 
ment of Atomic Casualty Studies. He is also 
chairman of the College of Surgeons’ Committee 
on Disaster Surgery. 

Dr. Shaeffer will say that America’s medical 
profession faces a major challenge, for which it 
may one day be called upon to give an account- 
ing. To say that “the ‘count-down’ may have be- 
gun already”’ is not a trigger for either wild-eyed 
panic or sardonic incredulity, but rather a sensi- 
ble signal to determine how the profession is pre- 
pared to cope with situations of crisis. Disaster 
seldom sends an advance notice. 
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The Mental Health Rule 


The final two periods of the 1960 Scientific 
Assembly will be devoted to mental health— 
a medical discipline that is steadily gaining 
recognition as an important, practical addition 
to the family doctor’s armamentarium. 

The first presenta- 
tion in this area will be 
made by Dr. Maurice 
E. Linden, director of 
the Division of Mental 
Health for the City of 
Philadelphia. Former- 
ly program director 
of the Gerontologic 
Study Center at the 
Norristown (Pa.) State 
Hospital, Dr. Linden 
is also assistant profes- 


sor of psychiatry at 
University of Pennsyl- 
vania Medical School, 
on the staff of the 
Functional Clinic at 


Joseph R. Shaeffer, M.D. 
Dr. Shaeffer, a retired col- 
onel, will remind the medi- 
cal profession that it must 
be prepared in the event of 
all-out disaster. 


Practical Mental Health and a Novel Approach—Dr. M. E. 
Linden (left) will tell how to make mental health training 
practicable and helpful in office practice. Dr. R. A. Matthews 
(right), via full color, closed-circuit television, will present a 
live clinic showing a psychiatrist and general practitioner as 
they work with actual patients. 
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rand of tetrahydrozoline hydrochloride 


NASAL SOLUTION / NASAL SPRAY 


(0.1%) 


Dispels nasal congestion up to 
six hours or longer 
Clinically successful in 95% of 
2,576 published cases” 
Virtually free of sting, burn, 
or rebound congestion 


Note: As with certain other widely used nasal decongestants, overdosage may 
cause drowsiness or deep sleep in infants and young children: KEEP OUT OF 
HANDS OF CHILDREN OF ALL AGES. Use Pediatric Nasal Drops (0.05%) for 
children under six years. 


1, Menger, H, C.: New York J. Med. 56:1279, 1956. 2. Pace, W. G.: Mil. Med. 118:34, 
1956, 3. Roberts, J. G.: M. Times 84:1232, 1956. 4. Anderson, H. A.: Antibiotic 
Med. 3:199, 1956. 5. Graves, J.W.: Eye Ear Nose & Throat Month. 34:670, 1955 
6. Katrana, N. J.: Illinois M. J. 110:19, 1956. 7. Neistadt, I.: A.M.A. Arch. Otolaryng. 
62:143, 1955. 8. Olson, J. A., and Carlozzi, M.: Eye Ear Nose & Throat Month. 
35:189, 1956. 9. Parish, F. A.: M. Times 82:917, 1954. *These cases involved use 
of both 0.1% and 0.05% Tyzine in adults and children. 
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the university hospital, and consultant in group 
therapy, Psychiatric Division, Mercy-Douglass 
Hospital. 

He is president-elect of the American Group 
Psychotherapy Association and director of their 
Training Institute. He has authored numerous 
articles in the fields of psychiatry, mental health 
and gerontology, including chapters in several 
textbooks. 

Under the somewhat comprehensive title, 
“What Is Teachable in Mental Health,” Dr. 
Linden proposes to relate the principles of mental 
health instruction, as it affects the family doctor’s 
practice, to the mental health aspects of all 
education. 

He will evaluate five education functions that 
are essentially mental health factors: suppression 
of primitive instincts; sublimation of liberated 
mental energies; satisfying of curiosity; orienta- 
tion to group participation, and replacement of 
feared unknowns by understandable realities. 
From these he will draw an outline of how the 
general practitioner can make mental health 
training practicable and helpful to his office 
practice. 

The final ‘“‘number on the program’’ for 1960 
will be in the able hands of Dr. Robert A. 
Matthews, head of the Department of Psychiatry 
at Jefferson Medical College. We are particularly 
happy to welcome Dr. Matthews, with such a 
subject as ‘Psychiatric Techniques for the Fam- 
ily Doctor,” because for over three years he has 
served as chairman of the American Psychiatric 
Association’s Liaison Committee on General 
Practice, working closely with the Academy’s 
Committee on Mental Health. 

A former president of both the Philadelphia 
and Pennsylvania ‘Psychiatric Societies and for 
several years commissioner of Mental Health for 
the Commonwealth of Pennsylvania, Dr. Mat- 
thews is consultant to the Surgeon General of the 
Army, associated with every major hospital in his 
area, and one of the pioneers of the theory that 
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office psychotherapy can be incorporated with ef- 
fective results in general practice. Much of his 
professional writing in recent years has related to 
this concept. 

Dr. Matthews is developing a presentation 
that we believe will be unique in the annals of 
medical conventions. Recognizing that psychi- 
atric subjects have always been presented via the 
didactic lecture (losing thereby much of their 
vitality and applicability) he will endeavor to 
adapt the live clinic technique to this area of 
medical teaching. 

Through the medium of the Eidophor system 
(courtesy of Ciba) of wide screen (25 x 20 ft.), full 
color, closed circuit television, you will be ena- 
bled to “look over the shoulder” of a psychiatrist 
and a general practitioner as they work with 
actual patients, in clinics and hospital wards else- 
where in the city. 

An exact schedule of these psychotherapy in- 
terviews is not available at this writing, since that 
will be dictated by the availability of patient ma- 
terial on the date of the meeting. Dr. Matthews 
hopes to be able to present a pediatric patient or 
a teenage problem, a case of ‘middle age depres- 
sion,” a problem in geriatric disturbances—all 
typical of the emotional disorders you encounter 
every day in your practice. 

It may be possible to present a borderline 
manic-depressive or a frank case of schizophre- 
nia, as a suggestion of the diagnostic signs by 
which one may detect the psychoses that need 
referral. 

Throughout the period, Dr. Matthews will be 
in communication with the patients and their 
examining physicians, and will keep the audience 
up to date with case histories and interpretations. 

Every family doctor will want to attend this 
final Assembly session—not only to view this un- 
usual adaptation of a new teaching medium, but 
also to participate (vicariously and en masse) ina 
series of actual clinical therapy sessions. This will 
be a “‘first’’ in medical meeting techniques. 
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B.H., age 15. Neurodermatitis 
with secondary pyoderma 
of 6 months’ duration. 


After Triburon-HC 
Ointment for 16 days. 


(WITH HYDROCORTISONE) 


the anti-inflammatory, antipruritic 
benefits of hydrocortisone combined with 
the microbicidal action of Triburon 


NEW 


TRIBURON 


wide-spectrum topical microbicide 


In 43 of 52 dermatologic patients — mostly children — 
Triburon proved to be “...an effective agent...’" for 
a gamut of eczematous conditions; for primary and sec- 
ondary pyodermas—despite previous antibiotic failure. 
“Within 1 week... prompt improvement with diminished 
crusting and clearing of the pustules and exudations...’” 
appeared in a 19-month-old child previously treated un- 
successfully for 2% months with various methods. 
@ active even against antibiotic-resistant skin pathogens 
@ avoids sensitization to systemically used antibiotics 
nonirritating 
nonstaining 
@ wide safety margin, even in the event of accidental 
ingestion 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc « Nutley 10 « N. J. 


Photographs courtesy of 
Charles M. Howell, Jr., M.D., 
Bowman Gray School 

of Medicine, 

Wake Forest College, 
Winston-Salem, N.C, 


infected 
oozing 


complete control of skin conditions uloorous 


itching 


inflammatory 


Triburon-HC Ointment when the anti- 
inflammatory and antipruritic action of 
a steroid is desirable. 


Triburon Ointment 0.1% for the preven- 
tion and treatment of skin and other 
surface infections such as pyodermas, 
furunculosis, infected dermatoses, 
pustular folliculitis, and infected burns. 
(Triburon-impregnated dressings can 
be autoclaved.) 


Available: Ointment, containing 0.1 per 
cent Triburon in 1-oz tubes and 1-ib 
jars. Ointment, containing 0.1 per cent 
Triburon plus 0.5 per cent hydrocor- 
tisone, in 5-Gm and 20-Gm tubes. 


References: 
1. S. Bielinski, J. M. Fox and A.B. Falk, Ann. N’ 
York Acad. Sc., 82:(1), 141-144, Sept. 1, oso. 


2. P. L. Williams, ibid., pp. 135-140. 


TRIBURON® Chloride — brand of triclobisonium 
chloride — N,N’-bis [1-methy!-3-(2, 2, 6-trimethylcy- 
clohexy!) propyi]-N, N’-dimethyi-1,6 

bis (methochloride) ROCHE® 
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Johnson Replaces Bockus 
on Wednesday 


BECAUSE other prior commitments neces- 
sitated the withdrawal of Dr. Henry 
Bockus from the 1960 Assembly program, 
we are extremely pleased to announce 
that his associate, Dr. Thomas A. John- 
son, has agreed to make the presentation 
on “Abdominal Conditions Simulating 
Cardiac Emergencies.” This lecture will 
be given at 9 A.M. on Wednesday, March 
23. 

A graduate of the University of Penn- 
sylvania School of Medicine, Dr. Johnson 
joined the Graduate School faculty in 
1932 and is presently professor of clinical 
gastroenterology. He has authored nu- 
merous articles on various phases of gas- 
troenterology—two recent ones of note 
dealing with gastric ulcer and diseases of 
the pancreas. He has an enviable reputa- 
tion as a gifted platform speaker. 


Economical Direct Bus Service Planned 
For Assembly Guests in Philadelphia 


ASSEMBLY registrants will have the advantage of 
very economical transportation between the vari- 
ous hotels and Convention Hall at the Assembly 
next month in Philadelphia. 

Special direct bus service will operate between 
center city hotels and Convention Hall beginning 
: Monday, March 21 through Thursday, March 


Stops will be made at the Benjamin Franklin, 
Sheraton, Bellevue-Stratford and Drake hotels 
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and within a half block of the other principal 
hotels—the Adelphia, St. James, Sylvania, Bar- 
tram, Barclay and Warwick. 

Signs will be posted in the hotel lobbies calling 
attention to the service and directing guests to 
the boarding points. 

Fares will be 35 cents one-way or 50 cents 
roundtrip. 


Variety of Post-Assembly Trips Planned 
In Conjunction with Scientific Congresses 


PosT-ASSEMBLY travel plans following the As- 
sembly next month in Philadelphia offer Acad- 
emy members the unique opportunity of attend- 
ing an Invitational Scientific Congress in either 
London or Bermuda—and extremely attractive 
trips have been developed around both destina- 
tions. 

For those electing to attend the meeting in 
London, two tours of the Continent are offered. 
The shorter “continental” is of 18 days duration 
and includes England, France, the lovely French 
Riviera, Switzerland and Italy. The 34-day 
“vagabond” includes not only these trip high- 
lights, but extends to the Italian Lake and Hill 
country and Spain. 

Air transportation will be via jet, with a choice 
of first-class or economy accommodations on the 
Trans-Atlantic crossing. All arrangements abroad 
are provided on a deluxe basis, and the finest 
hotels in Europe are featured in both trips. 

Travelers to Bermuda for the Invitational 
Scientific Congress there on March 28 and 29 
have their choice of three travel programs... 
using air round trip, going by steamer and re- 
turning via air, or using the ship for round-trip 
travel. The lovely Castle Harbour Hotel is head- 
quarters for the congress, while those going by 
steamer round trip will use the ship as their hotel 
for the stay in Bermuda, with transfers provided 
to the hotel for the official functions. 
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Of ‘special 
significance 
to the 
physician, 
is the symbol | 


When he sees it engraved 
on a Tablet of Quinidine Sulfate 
he has the assurance that 
the Quinidine Sulfate is produced 
from Cinchona Bark, is alkaloidally 
standardized, and therefore of 
unvarying activity and quality. 


When the physician writes “DR” 
(Davies, Rosé) on his prescriptions 
for Tablets Quinidine Sulfate, he is 

assured that this “‘quality” tablet 

is dispensed to his patient. 


"Rx Tablets Quinidine Sulfate Natural 
0.2 Gram (or 3 grains) 
Davies, Rose 


Davies, Rose & Company, Limited 
Boston 18, Mass. 


Hamilton Harbour—Hawmilion, the capital city of Bermuda, 
is the site of one of the two post-Assembly meetings which will 
mark the tenth anniversary of the Academy's Invitational 
Scientific Congresses. 


Tower of London—Among the many sites in London to 
interest post-Assembly visitors is the Tower of London where 
noted as well as notorious Englishmen of yesteryear have 
been imprisoned. 
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A “New York Theatre Weekend” is also 
offered for those wishing to enjoy a brief respite 
from everyday routine, but finding either the 
Europe or Bermuda trips too extensive ...a 
top Broadway show, dinner parties, sightseeing 
and accommodations at the smart Warwick 
Hotel highlight the weekend. 

Additional information or reservations should 
be obtained through Lee Kirkland Travel, 1231 
Baltimore Avenue, Kansas City 5, Mo. 


Tours Will Play Big Entertainment Role 
For Ladies, Children in Philadelphia 


TOURS covering a wealth of historic lore in and 
around Philadelphia will provide some of the key 
entertainment for the wives and children attend- 
ing the Assembly next month. 

Dr. Dorothy Johnson, chairman of the Ladies’ 
Entertainment Committee, reports that there 
will be a special tour of the city for the wives 
beginning at 1:30 p.m. on Wednesday, March 23. 

The tour will culminate with a tea, to be held 
at the Philadelphia Museum of Art where, among 


Versailles Gardens—The continental tour will include the 
gardens at Versailles Palace, which were planted in the 17th 
Century for Louis XIV. 
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Dorothy E. Johnson, M.D. 
Academy Member Johnson is 
master-minding entertainment for 
the ladies and children for the 
Assembly next month in Phila- 
delphia. 


many priceless displays, the wedding gown of the 
Princess of Monaco (the former Grace Kelly) is 
exhibited. 

Also at 1:30 P.M. on Wednesday, the children 
will be taken on a historic tour. The children 
likewise will be entertained on Tuesday, starting 
with a luncheon at the Bellevue Stratford, this 
to be followed with a guided tour of Franklin 
Institute. 

The latter has one of the finest scientific col- 
lections in the world, encompassing items which 
appeal to every age. 

While the children are being hosted on Tues- 
day, the annual Ladies’ Fashion Luncheon will 
be held at the Bellevue Stratford Ballroom. 
This year the fashions will be presented by John 
Wanamaker, one of the nation’s oldest and best 
known firms. 

Ladies registration opens at 9 A.M. Saturday in 
the Bellevue Stratford. Ladies may register there 
until Wednesday noon as well as at Convention 
Hall, beginning on Monday morning, March 21. 

During the March 19-20 weekend a hospitality 
room will be maintained in the Bellevue Strat- 
ford for the ladies. 


St. Peter’s in Rome—Highlight of the tour of Rome will be 
St. Peter’s, the largest church in the world. 
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Schedule of Events 


TWELFTH ANNUAL SCIENTIFIC ASSEMBLY—PHILADELPHIA 


Day and Date 


Time 


Friday, March 18 


Saturday, March 19 


Sunday, March 20 


Monday, March 21 


$:00 A.M. 
7:00 P.M. 


7:30 A.M. 
8:00 A.M. 
9:00 A.M. 
9:00 A.M. 
9:00 A.M. 
9:00 A.M. 
12:15 P.M. 


2:00 P.M. 
5:30 P.M. 


7:30 A.M. 


9:00 A.M. 
9:00 A.M. 
10:00 A.M. 
10:00 A.M. 
2:00 P.M. 
5:30 P.M. 


7:30 a.M. 


8:30 A.M. 
8:30 A.M. 
9:00 A.M. 
9:00 A.M. 


Event Place 

Board of Directors Meeting Bellevue Stratford 
Nominating Committee Bellevue Stratford 
Reference Committee Chairmen Breakfast — Bellevue Stratford 
Nominating Committee Breakfast Bellevue Stratford 
Rules Committee Bellevue Stratford 
Nominating Committee Hearings Bellevue Stratford 
Delegates’ Registration Bellevue Stratford 
Ladies’ Registration and Hospitality Bellevue Stratford 
Joint Luncheon Meeting: Board, Bellevue Stratford 
Local Arrangements Subcommittee 

Chairmen, Scientific Assembly 

Committee 

Congress of Delegates Convenes Bellevue Stratford 
Three Reference Committee Hearings Bellevue Stratford 
Committee on Scientific Assembly Bellevue Stratford 
Breakfast 

Three Reference Committee Hearings Bellevue Stratford 
Ladies’ Registration and Hospitality Bellevue Stratford 


Exhibitor Registration 

General Registration 

Congress of Delegates 

Three Reference Committee Hearings 


Committee on Scientific Assembly 
Breakfast 

General Registration 

Three Reference Committee Meetings 
Congress of Delegates 

Ladies’ Registration 


(Continued on next page) 


Convention Hall 
Convention Hall 
Bellevue Stratford 
Bellevue Stratford 


Bellevue Stratford 


Convention Hall 

Bellevue Stratford 
Bellevue Stratford 
Bellevue Stratford 
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Schedule of Events (Continued from preceding page) 


TWELFTH ANNUAL SCIENTIFIC ASSEMBLY—PHILADELPHIA 


Day and Date Time Event Place 
Monday, March 21 12:00 NOON Congress Recesses 
1:00 P.M. Scientific Assembly Convenes Convention Hall 
1:10 P.M. Address by Dr. David A. Cooper, Convention Hall 
President, Philadelphia County 
Medical Society 
6:30 P.M. Delegates’ Dinner and Dance Bellevue Stratford 
Tuesday, March 22 8:30 A.M. General Registration Convention Hall 
9:00 A.M. Scientific Assembly Convention Hall 
9:00 A.M. Ladies’ Registration Bellevue Stratford 
12:15 P.M. Century Club Luncheon Convention Hall 
12:30 P.M. Ladies’ Fashion Luncheon Bellevue Stratford 
12:30 P.M. Children’s Luncheon and Tour Bellevue Stratford 
of Franklin Institute 
3:00 P.M. Mead Johnson Awards Convention Hall 
3:00 P.M. AAGP Foundation Trustees Bellevue Stratford 
EVENING State Chapter Functions 
8:00 P.M. Upjohn “Grand Rounds” To be Announced 
Wednesday, March 23 8:30 a.m. General Registration Convention Hall 
9:00 A.M. Scientific Assembly Convention Hall 
9:00 A.M. Ladies’ Registration Bellevue Stratford 
12:30 P.M. Medical Exhibitors Association Luncheon Sheraton 
1:30 P.M. Ladies’ Tour of Philadelphia and Tea Art Museum 
1:30 P.M. Children’s Tour 
3:00 P.M. Ross Awards Convention Hall 
7:00 P.M. Merck Sharp & Dohme Telecast 
8:00 P.M. Inauguration Ceremony Bellevue Stratford 
9:00 P.M. President’s Reception and Ball Bellevue Stratford 
Thursday, March 24 —8:30 A.M. General Registration Convention Hall 
12:00 NOON Assembly Closes Convention Hall 
12:30 P.M. . Board of Directors Meeting Bellevue Stratford 
P.M. Departures for Invitational 
Scientific Congress (Bermuda 
and Europe) 
GP February 1960 289 
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The FILIBON jar is a handsome and handy reminder for everyday prenatal nutritional 
support. You can be sure she will be reminded of her FILIBON-a-day . . . and that the 
up-to-the-minute formula covers nutritional defenses throughout pregnancy. 

FILIBON provides ferrous fumarate, an iron well-tolerated by even the most easily upset 
patients, Each small, dry-filled capsule also includes vitamin K and AUTRINIC® Intrinsic 
Factor Concentrate that enhances, never inhibits, B,, absorption. For complete formula see 


Physicians’ Desk Reference, page 697. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Scientific Lecture Program 


TWELFTH ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN ACADEMY OF GENERAL PRACTICE 
COMBINED WITH THE PHILADELPHIA COUNTY POSTGRADUATE INSTITUTE 


MARCH 21-24, 


PHILADELPHIA, PENNSYLVANIA 


Monday Tuesday Wednesday Thursday 
Hour March 21 “March 22 March 23 March 24 
9:00-9:30 A.M. REGISTRATION ANTIBIOTIC THERAPY Abdominal Conditions Life Insurance 
BEGINS 9:00 A.M. 1. New Developments Simulating Cardiac Examinations— 
and Therapy Emergencies Their Significance 
Wesley W. Spink, M.D. Thomas A. Johnson, M.D. and Value 
2. Reactions Encountered Albert L. Larson, M.D. 
OPENING in Treatment with Moderator 
OF SCIENTIFIC Antibiotic Agents Milton H. Clifford, M.D. 
AND TECHNICAL Ethan Allan Brown, M.D. Ennion S. Williams, M.D. 
EXHIBITS Andrew J. Oberlander, M.D. 
9:30-10:00 A.M. 9:00 A.M. Thromboembolic Fall In or Fall Out— 
Emergencies A Professional 
John A. Spittel, Jr., M.D. Challenge 
Joseph R. Shaeffer, M.D. 
10:00-11:00 a.m. RECESS FOR EXHIBITS 
11:00-12:00 a.m. PREVENTIVE PEDIATRICS CEREBRAL EMERGENCIES | MENTAL HEALTH 
1. Management of Acute 1. Traumatic Cerebral 1. What Is Teachable 
Nephritis in Childhood Emergencies in Mental Health? 
James G. Hughes, M.D. Collin S. MacCarty, M.D.| Maurice E. Linden, M.D. 
2. Child Health 2. Important Signs, 2. Psychiatric Techniques 
Leona Baumgartner, M.D. Symptoms and for the Family Doctor 
: Differential Diagnosis} Robert Matthews, M.D. 
OPENING OF PROGRAM Temple S. Fay, M.D. 
WELCOMING SPEECHES 
12:00-1:30 P.M. 1:00 P.M. NOON RECESS 
1:30-2:00 P.M. The Doctor, His Wife The Surgery of Pilonidal Current Concepts in LECTURE PROGRAM 
and the Patient Disease Arthritis ENDS 12:00 NOON 
Horace W. Eshbach, M.D. J. Peerman Nesselrod, M.D. John W. Sigler, M.D. 
2:00-2:30 P.M. Moderator Office Management of Moderator 
Mrs. James M. Perkins Certain Anorectal L. Maxwell Lockie, M.D. | EXHIBIT HALLS 
Franklin J. Evans, Problems John H. Talbott, M.D. CLOSE 12:30 P.M. 
M.D., LL.D. Raymond J. Jackman, M.D. C. H. Slocumb, M.D. 
2:30-3:00 PM. Mr. Woodrow Wirsig Gynecologic Operations Joseph L. Hollander, M.D. 
Rev. Sheldon E. Mackey F. Bayard Carter, M.D. 
3:00-4:00 P.M. RECESS FOR EXHIBITS 
4:00-4:30 p.m. GERIATRICS OCCUPATIONAL HEALTH The Hematopoietic 
Surgery in the Second 1. Scope, Objectives and Diseases 
Half-Century Functions of Occupa- Charles A. Doan, M.D. 
William C. Beck, M.D. tional Health Programs 
Worn Out or Just Tired? | Lemuel C. McGee, M.D. 
Edward L. Bortz, M.D. 2. The Family Doctor and 
the Health Needs of 
4:30-5:00 P.m. Small Plants Detection of Anemia 
Logan T. Robertson, M.D. William Dameshek, M.D. 
3. The General Prac- 
titioner’s Role in the 
Performance of Periodic 
Health Examinations 
Norbert J. Roberts, M.D. 
EVENING DELEGATES’ DINNER STATE CHAPTER FUNCTIONS PRESIDENT’S RECEPTION 
GP February 1960 291 


t 
é 


Franklin Institute is one of the oldest institutions in the 
country devoted to mechanical arts and applied science. 


Philadelphia Museum of Art houses art objects and paint- 
ings that appeal both to the public and the art patrons. 
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Cultural Philadelphia 


WINGING OUT from City Hall in the very heart of 
our Assembly City is broad, beautiful Benjamin 
Franklin Parkway, a cultural pathway through 
the northwest heart of Philadelphia. 

Along this tree-lined boulevard lie some of the 
best known museums, institutes and edifices in 
the world. 

At the opposite end of the parkway from City 
Hall is the Philadelphia Museum of Art, a 
magnificent classical structure. Inside, those col- 
lections of interest to the general public are 
divided from the main body of art works of more 
interest to the specialist. In addition to priceless 
paintings, rare sculpture, fine antiques and entire 
period interiors are displayed as well as an item 
of more recent interest—the wedding dress of 
Princess Grace of Monaco, the former Grace 
Kelly of Philadelphia. 

Traveling southeast down the parkway from 
the museum one comes to Logan Circle, once 
called Logan Square and one of the original parks 
which bounded William Penn’s ‘‘towne.”’ Around 
this circle are located the Franklin Institute 
housing the Fels Planetarium, the Academy of 
Natural Sciences and the Philadelphia Free 
Library. 

The Franklin Institute, at 20th Street and the 
Parkway, is one of the oldest institutions in the 
country devoted to mechanical arts and applied 
science. Here one may view an impressive statue 
of Benjamin Franklin, who founded the institute 
in 1824. 

In addition to the myriad scientific marvels on 
display, the Fels Planetarium is also a major 
attraction. Visitors, especially those with school- 
age children, will not want to miss witnessing the 
awesome astronomical display which is per- 
formed here. While as many as 500 observers sit 
in a darkened theater, the planetarium repro- 
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duees the heavens, with the sun, moon, planets 
and stars in their relative positions at proper 
periods in time—a complete time cycle. 

In the Academy of Natural Sciences lifelike 
exhibits feature countless varieties of known 
animals, all shown in their natural habitat. 

Also located along the parkway is the Rodin 
Museum, which displays a priceless collection of 
the famous sculptor’s originals. 

Philadelphia has many “‘firsts’’ to its credit, 
but one of the most unusual of these is its zoo. 
The Zoological Gardens in Fairmount Park was 
the first zoo in the United States, dating from 
July 1, 1874. In it are housed a collection of 
nearly 2,000 animals, birds and reptiles. The 
200, which ranks among the finest in the world, 
has a special two-acre wonderland for the chil- 
dren. The Daniel W. Dietrich Memorial Chil- 
dren’s Zoo was opened in 1957. 


This night view from the Museum of Art shows the Phila- 
delphia skyline and beautiful Benjamin Franklin Parkway. 
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Those interested in living nature displays will 
enjoy the Morris Arboretum in the Chestnut Hill 
section. Here is the world’s most famous collec- 
tion of Asiatic plants, shrubs and trees. 

A cultural view of Philadelphia would not be 


' complete without mention of the Philadelphia 


Orchestra and its noted conductor, Eugene Or- 
mandy. The leading organization of its kind 
throughout the world, the orchestra’s many ex- 
cellent recordings and tours have spread its fame 
far and wide. 

During the summer season top-flight concert 
and opera stars perform with the Robin Hood 
Dell Orchestra in Fairmount Park’s Robin Hood 
Dell. The picturesque sylvan setting has superb 
acoustics. 

Another summer attraction is the Fairmount 
Park Playhouse where America’s stars appear in 
“‘theater-in-the-round.”’ 

During the winter and spring season, the latest 
dramas, musical shows and Broadway tryouts 
make their appearance at Philadelphia’s six legit- 
imate theaters. 

Grand opera may also be sampled during the 
winter season at the Academy of Music, at Broad 
and Locust streets, where this country’s first 
opera was performed on February. 25, 1857. 

From its exciting and colorful New Year’s 
Day Mummers’ Parade to its year-round cul- 
tural, scientific and recreational attractions, 
Philadelphia offers a wealth of enjoyment op- 
portunities. ~ 


(Next month: Philadelphia’s Medical Heritage) 
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Twelfth Annual Scientific Assembl 


The American Academy of General Practice 


PHILADELPHIA, PENNSYLVANIA, MARCH 19-24, 1 


Make Your 
Hotel Reservation Early! 


ALTHOUGH there is a large number of hotels 
in Philadelphia and a maximum of their rooms 
will be available for our Assembly, previous 
years’ attendance indicates all rooms will be 
assigned by February 1, 1960. Make Your Re- 
servation ... Now! But if you are unable to 
attend, cancel early so another member may 
have an opportunity to attend. 


FORM ON THE 


MAP SHOWING KEY 
CONVENTION LOCATIONS 


REMEMBER: 
e Room assignments will be made in order 


e Reservation requests should be sent to the 


e Only a few-rooms available at the Bellevue- 


- delegates and speakers. Delegates must make 


e Be sure to list definite arrival and departure 
e CANCEL EARLY if you cannot attend so 


e Academy Headquarters for the Scientific As- 


e The Congress of Delegates convenes at 2:00 


e Delegates’ registration at the hotel Saturday 


received. 


AAGP Housing Bureau, Penn Square Build- 
ing, Juniper & Filbert Sts., Philadelphia 7, 
Pennsylvania. 


Stratford in addition to those set aside for 


their own reservations although a block of 
rooms is reserved for them. A special form 
will be sent delegates of record. 


time; names of all occupants of room. 
another member may obtain a room. 


sembly will be at the Cenvention Hall. Scien- 
tific sessions open at 1:00 p.m., Monday, 
March 21. 


p.m., Saturday, March 19. ; 


morning, March 19. Advance registratien for 
members at the hotel on Saturday afternoon, 
March 19, and Sunday, March 20; also at the 
Convention Hall on Sunday, March 20. Start- 
ing Monday morning, March 21, all registra- 
tion at the Convention Hall. 


Sour; 


CONVENTION HALL 


1. Adelphia 6. Penn Sherwood 
2. Barclay 7. Sheraton ARCH 
3. Bellevue-Stratford 8. Sylvania PENNSYLVANIA} | BOULEVARD 
4. Benjamin Frarklin 9. Warwick ( al MARKET 
5. Drake 1 
CHESTNUT 
SANSON 
3 WALNUT 
9 
8 LOCUST 
= 
5 SPRUCE. 
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date and appreximate hour of departure. Names 
and addresses of all persons who will occupy rooms 
requested MUST be included. 


Combined with 


the Annual Postgraduate Institute 
of the Philadelphia County 


Medical Society 
HOTEL ROOM RATES Single Deuble Twin Suite 
Adelphia $ 7.00 $12.00 $13.00-$15.00 $30.00 
18th and Chestnut 
roem 
Application for ttenhouse 
ousing Accommodations Bellevue-Stratford $ 9.50-$13.50 $14.00-$17.08 $15.00-$18.00 $25.00-$55.00 
Broad & Walnut Combination 
Headquarters Hotel (Limited number of 2 Tw. oe 
For YOUR CONVENIENCE in making hotel reserva- rooms available for general assignment.) Sonae 
tis for the coming meeting of The American Benjamin $ 8.50-$11.50 $12.00-$15.00 $15.00-$17.00 $32.00-$35.00 
Academy of General Practice on March 19-24, 1960, 9th & Chestnut Counties 
in Philadelphia, hotels and their rates are listed. 2 Tw. B. R. 
Use the form at the bottom of this page, indicating $30.00 
your first, second and third choice. Because of the — a $10.00-$12.00 $12.00-$14.00 $14.00-$18.00 $24.00-$28.00 
limited number of single rooms available, you will 
Penn Sherwood d J 
stand a much better chance of securing accommo- 39th and Chestnut 
dations at the hotel of your choice if you request Sheraton $ 9.85-$13.50 $15.00 $15.50-$17.50 $34.00-$45.00 
tooms to be occupied by two or more persons. All 11th & Pennsylvania . 
reservations must be cleared through the housing $ 9.00-$ 9.50 $13.00-$15.00 $27.00 
bureau. All requests for reservations must give Warwick $12.50-$14.50 $16.00-$20.00 $28.00-$38.00 
definite date and hour of arrival as well as definite 17th and Locust 


The above quoted rates are existing rates, but are, of course; subject to any change which may 


be made in the future. 


ALL RESERVATIONS MUST BE RECEIVED PRIOR TO MARCH 1, 1960 


AAGP Housing Bureau 
Penn Square Building, Juniper and Filbert Streets 
Philadelphia 7, Pennsylvania 


Please reserve the following accommodations 
for the AAGP Twelfth Annual Scientific peed 
on March 19-24, 1960 in Philadelphia. 


Single Room Double Bedded Room Twin Bedded Room 

2 Room Suite Other Type of Room Rate: From $ to $ 

First Choice Hotel Second Choice Hotel Third Choice Hotel 

Arriving at Hotel (date) Hour AM. P.M. 
Leaving (date) Hour AM. P.M. 


room or twin bedded 
occupy the rooms asked for: 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names s of both persons for each double 
room requested. Names and addresses of all persons for whom you are requesting reservations and who will 


(Individual Requesting Reservations) 
Name.. 
Address. 


If the hotels of your choice are unable to accept 
your reservation the AAGP Housing Bureau 
will make as good a reservation as pessible else- 
where providing that all hotel rooms available 
have not already been taken. 


State 
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te with Propadrine®, Phenylephrine® and Neomycin 
Only NEQEBYBELTRASOL provid definite therapeutic benefit, 
fe Solution more Of ie steroid is immediately available to inflamed nasal mucosa. 


Mmatory action Gf the prednisolone 21-phosphate is reinforced by two valuable decon- 
fastand prolongea action—and neomycin to combat intranasal infection. 


lastic spray Bottles Ge MERCK SHARP & DOHME 
oS Division of Merck & Co., Inc., Philadelphia 1, Pa. 


Supplied in 
NEO-HYDELTRA isatrademareof Merck &Co., inc. 
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Notice of Proposed Amendments 


NoricE has previously been given of the 12th Annual Scientific Assembly of 
the American Academy of General Practice to be held in the City of Philadelphia, 
Pennsylvania, March 21 to 24, in Convention Hall. The Congress of Delegates 
will convene at the Bellevue-Stratford Hotel in Philadelphia at 2:00 p.M., Satur- 


day, March 19, 1960. 


Pursuant to Articles IX and X of the Constitution, the following amendments 
to the Constitution and By-Laws have been proposed and will be submitted to 
the Congress of Delegates by the standing Committee on Constitution and By- 
Laws at the annual meeting. The comments and recommendations of the stand- 


ing committee are indicated: 


Proposed Amendment No. 1: 


To Amend Article III of the Con- 
stitution and Chapter I of the By- 
Laws 


Proposed by the Minnesota Chapter 


To ESTABLISH A LIFE MEMBERSHIP 
CLASSIFICATION OF MEMBERSHIP 


RESOLVED, That Article III of the 
Constitution be amended at Line 3 
by inserting therein, following the 
words “‘(5) Sustaining Members,”’ the 
following: ‘“‘and (6) Life Members,” 
and by deleting therefrom the word 
“and” preceding the words ‘‘(5) Sus- 
taining Members.” 

Be It FURTHER RESOLVED, That 
Chapter I of the By-Laws be amended 
by adding thereto a new section to be 
numbered Section 8 as follows: 

“Sec. 8. Life Members. Any person 
who has continued membership in the 
Academy from the year 1948 and who 
has attained age seventy (70) may on 
application to the Board of Directors 
be classified as a Life Member. 

“Life Members shall be subject to 
te-election each three years, shall be 


expected to fulfill all postgraduate _ 


requirements as set down for other 
members age seventy (70), and shall 
have all the privileges and obligations 
of full membership. 

“Dues for Life Members shall be 
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five dollars ($5.00) per year which 
shall constitute the annual subscrip- 
tion for the official journal of the 
Academy.”’, and 

the present Section 8 to be renum- 

bered Section 9. 

Comment: The committee calls 
attention to the recommendations of 
the standing committee in 1959 which 
disapproved an identical proposal 
with the following statement: 

“The committee believes that the 

concept of life membership is in- 

consistent with the underlying 
philosophy of the Academy. There 
is already provision for members 
past age seventy (70) in Section 3 of 
Chapter I of the By-Laws, wherein 
such members are relieved of the 
requirement for maintaining post- 
graduate study credits. The pro- 
posed amendment would continue 
to require such study, but would 
reduce the dues for members past 
ageseventy (70) from $20.00 to $5.00. 

The committee is not convinced 

that there is any good reason for 

creating a new classification of 
membership in the Academy.” 

The committee continues to believe 
that the term “life member” is incon- 
sistent with the basic philosophy of 
the Academy in which all member- 
ships are for a maximum of three 
years except in those classifications in 
which the member is relieved of the 
requirement for postgraduate study. 
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It would be inconsistent, we believe, 
to require postgraduate study as this 
amendment does and still call such 
members life members. 

The committee would point out 
that in Section 3 of Chapter I of the 
By-Laws (at lines 16 to 19) provision 
is made to eliminate postgraduate 
study requirements for members who 
have been in practice for more than 
thirty (30) years or reached the age of 
seventy (70), and that Section 5 of said 
chapter creates a classification of 
inactive membership for members 
“who are unable to engage in active 
practice” and relieves them of the 
requirements for postgraduate educa- 
tion and the payment of membership 
dues, requiring only that such mem- 
bers subscribe to the official journal. 

The committee recommends there- 
fore that this amendment be NOT 
adopted but that the following sub- 
stitute amendment be adopted: 

“Sec. 8. Life Members. Any per- 
son who has continued membership 
in the Academy for a minimum of 
ten (10) years and who has attained 
age seventy-two (72) may on appli- 
cation to the Board of Directors of 
his state chapter be classified as a 
life member. 

“Life members shall be relieved 
of the requirement to fulfill post- 
graduate training and from the 
payment of membership dues but 
shall be required to pay the regular 
membership fee for the official 
journal. 

“Life members shall not be en- 
titled to vote or to hold office in the 
Academy but shall have the privi- 
lege of the floor of the Assembly.” 


Recommendation of the Committee: 
SUBSTITUTE AMENDMENT PROPOSED 


Proposed Amendment No. 2: 


To Amend Chapter IV of the By- 
Laws 
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Notice of 
Proposed Amendments 


Proposed by the Commission on 
Membership and Credentials 


To ProvipE THAT ACTIVE MEM- 
BERS SHALL Pay A FIVE DOLLAR 


dates who were graduated from 
medical school prior to January 1, 
1965 shall be eligible for election to 
active membership on completion 
of three years of general practice”’; 


To REQUIRE A MINIMUM OF Two 
(2) YEARS OF HOSPITAL TRAINING 
OF CANDIDATES FOR MEMBERSHIP 


RESOLVED, That Section 2 of Chap- 


($5.00) RELOCATION FEE WHEN 
TRANSFERRING MEMBERSHIP FROM 
ONE CONSTITUENT STATE CHAPTER 
To ANOTHER 


and ter I of the By-Laws be amended by 
provided further that at Line 31 of deleting therefrom Lines 14 to 25 
said section the numeral “3” be inclusive, and substituting in lieu 
deleted and the numeral “2” be thereof the following: 
inserted in lieu thereof, and by strik- “Candidates for membership must 
ing all of Line 25 from said section. have a minimum of two years of 

Comment: The committee points formal hospital training and one 
out that this proposal was submitted (1) year of active general practice.” 
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By-Laws be amended by adding a 
new section thereto to be numbered 
Section 5, reading as follows: 

“Sec. 5. Any active member 
transferring from one constituent 
state chapter to another shall be 
subject to the payment of a reloca- 
tion fee of five dollars ($5.00). The 
relocation fee shall be collected and 
retained by the constituent state 
chapter to which the member ap- 
plies for transfer, provided such 
application is approved.” 
Comment: There are two reasons for 


referred by it to the Commission on posed Amendment No. 3 above. 
Membership and Credentials for 
further study. In 1959, the Commis- Recommendation of the Committee: 
sion on Membership and Credentials NONE 

and the Commission on Education re- 
submitted the proposed amendment 
with recommendation that it be 
passed. The Congress of Delegates 
declined to adopt the recommenda- 
tions and instead referred the pro- 
posed amendment again, this time to 


Proposed Amendment No. 5: 


To Amend Section 1 of Chapter 
VIII of the By-Laws 


this proposal: To establish an incen- the Commission on Education. The Proposed by the Florida Chapter wou 
tive for completion of transfers, and Commission on Education is this year orga 
to defray the cost of process such recommending adoption of the pro- To ProvipE For Two DELEGATES offic 
transfers. posed amendment. The Commission TO THE CONGRESS FROM THE AMER- Dele 
on Membership and Credentials is ICAN MEDICAL ASSOCIATION liais 
Recommendation of the Committee: also recommending adoption with th men 
FOR further recommendation that the year RESOLVED, That Section 1 of Chap- the 
1965 be changed to the year 1966. In ter VIII of the By-Laws be amended secti 
view of the fact that these proposals by adding at Line 9 the following meet 
Proposed Amendment No. 3: have been thoroughly discussed by sentences: Ye 
previous Congresses of Delegates and “In addition, the General Practice offer 

To Amend Section 2 of Chapter I by the commissions referred to, the Section of the American Medical the 
of the By-Laws Committee on Constitution and By- Association shall have the right to from 
Laws submits it for consideration of elect two delegates to the Congress emy 
Proposed by the Commission on the Congress of Delegates without of Delegates. The delegates elected the g 

Membership and Credentials recommendation. by the General Practice Section of 

the American Medical Association Re 
To DELETE THE THIRD ALTERNA- Recommendation of the Committee: shall be governed by the same regu- AG 


TIVE MEMBERSHIP REQUIREMENT NONE lations and procedures governing 
delegates elected by constituent 
RESOLVED, That Section 2 of Chap- Proposed Amendment No. 4: state chapters; shall have the right 


to vote; and may not hold elective 
office in the Academy.” 


ter I of the By-Laws be amended at 


Line 24 by deleting therefrom the To Amend Section 2 of Chapter I 


word “or” and adding in lieu thereof of the By-Laws Comments: ‘“Members”’ of the See- 
the following: tion on General Practice of the Ameri- 
“provided, however, that candi- Proposed by the Florida Chapter can Medical Association are those 
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persons who register for that section 
at the annual scientific session of the 
American Medical Association. The 
section has no members who continue 
from year to year. Those persons 
registering for the section or attend- 
ing the business meeting elect officers 
to represent the section for the ensuing 
year and a delegate to the House of 
Delegates of the AMA. 

Those persons sitting in the Section 
on General Practice at annual sessions 
of the AMA are members of the Amer- 
ican Medical Association who elect to 
attend, that year, that section. The 
next year they may register for a 
specialty section. If this amendment 
were adopted the Academy would 
have no assurance that delegates 
elected from the AMA section would 
be members of the Academy or even 
general practitioners, as any member 
of the AMA is eligible to register for 
this section. 

The committee does not feel it 
would be proper to permit an outside 
organization such as the AMA to elect 
official delegates to the Congress of 
Delegates of the Academy. Excellent 
liaison is maintained now between the 
members of the Board of Directors of 
the Academy and the officers of the 
section with at least one annual joint 
meeting being held by these bodies. 

Your committee believes that this 
offers a better means of liaison than 
the proposal to designate delegates 
from the AMA section to the Acad- 
emy and therefore recommends that 
the amendment NoT be adopted. 


Recommendation of the Committee: 
AGAINST 
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Proposed Amendment No. 6: 


To Amend Section 8 of Chapter VI 
of the By-Laws 


Proposed by the Board of Directors 


To PERMIT Ex OFFICIO AND IN- 
TERIM MEMBERS OF THE BOARD OF 
DIRECTORS TO BE RE-ELECTED BY 
THE BOARD 


RESOLVED, That Section 8 of Chap- 
ter VI of the By-Laws be amended by 
deleting the second sentence thereof 
at Lines 8, 9, and 10, and substituting 
in lieu thereof the following: 

“No director who has been elected 

by the Congress of Delegates to the 

Board shall be eligible for renomina- 

tion to the’ Board of Directors un- 

less at least one (1) year has elapsed 
since the expiration of his previous 
term.” 

Comments: The committee dis- 
cussed this amendment and following 
thorough consideration submits the 
following substitute amendment: 


Proposed Substitute Amendment No. 
6A: 


To Amend Section 8 of Chapter VI 
of the By-Laws 


RESOLVED, That Section 8 of Chap- 
ter VI of the By-Laws be amended by 
adding a new sentence thereto reading 
as follows: 

“Directors who have been appoint- 
ed to the Board by the Board of 
Directors to fill an unexpired term 
and who have served for a period 
of less than one year shall be eligible 
for renomination to the Board, not- 
withstanding the provisions to the 
contrary in this section.” 


Recommendation of the Committee: 
SUBSTITUTE AMENDMENT PROPOSED 


Norte: I hereby certify that the above 
proposed amendments were received 
by the Secretary of the American 
Academy of General Practice in ac- 
cordance with the requirements set 
forth in Article [IX and Article X of 
the Constitution. 


Signed: Mac F. CAHAL 
Executive Director 


THE committee considered a motion 
passed by the Commission on Mem- 
bership and Credentials and referred 
to this committee as follows: “Dr. 
Wilbanks moved that the commis- 
sion, after considering the change 
listed in the 1959 Transactions, 
Amendments No. 3, page 72, request 
that the Committee on Constitution 
and By-Laws be asked to reconsider 
this action because the commission 
questions the correctness of sustain- 
ing members to retain the privilege to 
vote and to participate in the Acad- 
emy’s malpractice insurance plan.” 

No formal proposal for amendment 
to the By-Laws pursuant to this mo- 
tion was submitted to the Committee 
on Constitution and By-Laws. The 
committee has had no communication 
from the Committee on Insurance re- 
garding its recommendations on the 
question. Your committee recom- 
mends, therefore, that this question 
be referred to the Insurance Commit- 
tee for its recommendation and that 
the standing Committee on Constitu- 
tion and By-Laws consider the matter 
again next year. 


Respectfully submitted, 


ARTHUR P. REDING, M.D., Chairman 
LELAND S. EVANS, M.D. 

CHARLES K. ROsE, JR., M.D. 
THOMAS E. ROBINSON, M.D. 
HAROLD E. JERVEY, JR., M.D. 

C. H. STARK, M.D. 
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Health Insurance 
Increases 


VOLUNTARY health insurance for families in the United States in- 
creased from 63 to 69 per cent between 1953 and 1958, according toa 
survey conducted by Health Information Foundation and the Na- . 
tional Opinion Research Center. 

The most notable expansion in coverage during the five-year 
period was among families in the middle and upper income groups 
(71 to 79 and 80 to 86 per cent, respectively), increasing the gap 
between them and the lower income third of the population, which 
showed an increase of only 41 to 42 per cent. 

The proportion of families insured was higher among those whose 
chief wage earner was working full time. Lowest coverage was among 
those families in which the principal wage earner was a housewife or 
was disabled. The occupation of the head of the house is also an 
important factor in health insurance coverage. Ninety-three per cent 
of the families whose chief earner was in the field of transportation, 
communication or public utilities had coverage. . 

Urbanization, geographic location and education play an impor- 
tant part in determining health insurance policies. Urban-metro- 
politan families, families in the Northeast and families whose prin- 
cipal earner had completed at least one year of college recorded the 
highest percentages with coverage. 

The age and sex of the family head also make a difference in the 
proportion of insured families. Those families in which the head of 
the house was a male between the ages of 35 and 44 had the highest 
portion of coverage. 

Private insurance companies still insure more people than Blue 
Cross-Blue Shield, although both have increased their coverage since 
1953. The percentage of the population covered against hospital 
costs by private companies rose from 29 in 1953 to 32 in 1958. The 
corresponding rise for Blue Cross was from 27 to 30. Blue Cross 
covers a larger contingent of the families in the upper income group, 
whereas independent plans account for the largest proportion of 
hospital coverage among the lower group. 

Urban-metropolitan families have the largest proportion covered 
by Blue Cross, while independent plans and private companies han- 
dle the largest percentage of rural nonfarm and farm families, the 
survey indicates. 

Among families not covered by voluntary health insurance, 62 
per cent are among the lowest income third of the population, as 
opposed to 22 and 16 in the middle and upper groups. 

Although over half the families not covered were those whose ¢ ‘iief 
earner was working full time, relatively large numbers fell in other 
categories. In 15 per cent of these families the head of the house was 
retired. The wage earners of over one-fourth of the uninsured fam- 
ilies work in the agriculture, forestry and fishery industries. ‘he 
largest number of uninsured families live in urban communities ot ser 
than urban-metropolitan areas. 
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OPPOSITION to the Forand bill gained strength 
from statements of President Eisenhower and 
House Speaker Sam Rayburn in the early days of 
this year’s session of Congress. 

In his annual budget message to Congress, 
President Eisenhower expressed opposition to the 
principles of the Forand legislation without men- 
tioning it by name. He implied that Congress 
should postpone further consideration of legisla- 
tion dealing with the health care and other prob- 
lems of the aged until after the White House 
Conference on Aging next January. 

“The health, employment, income, and other 
needs of the increasing number of elderly people 
in our population can be met only through the 
combined efforts and cooperation of private, 
local, state and federal organizations and agen- 
cies,” President Eisenhower said. 

“The White House Conference on Aging, to be 
held in January, 1961 and the state conferences 
which precede it should help point the way 
toward more productive and satisfying living for 
our aged citizens.” 

The Forand bill, which is vigorously opposed 
by the medical profession and allied groups, 
would make health care of the aged on Social 
Security rolls a federal responsibility. It would 
provide surgical benefits, hospitalization and 
nursing home care for Social Security beneficiaries 
by increasing Social Security taxes. 

In listing Administration legislative proposals 
in the health and welfare fields, Mr. Eisenhower 
did not the mention the ‘‘positive” plan for health 
care of the aged which Arthur S. Flemming, 
Secretary of Health, Education and Welfare had 
promised he would submit to Congress this year. 

Speaker Rayburn (D-Tex.), the No. 1 Demo- 
crat in the House, told a news conference that he 
did not believe ‘‘there was a great deal of chance”’ 
of the Forand bill being passed by Congress this 
year. 

He based this statement on a belief that a 
majority of the Democratic-controlled House 
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Ways and Means Committee, where the Forand 
bill is pending, is against the legislation. 
Nevertheless, proponents of the controversial 
legislation early began a drive designed to get 
favorable action by Congress this year. AFL- 
CIO President George Meany told a legislative 
conference in Washington of more than 600 key 
union officials that ‘‘the very least’’ Congress 
could do would be to approve higher unemploy- 
ment compensation benefits and the Forand bill. 


Other Washington Developments 


MODIFIED KEOGH BILL POSSIBLE 


Indications were that the Senate Finance Com- 
mittee would approve a modified version of 
another bill of great importance to physicians, 
the Keogh-Simpson-Smathers bill. As approved 
by the House last year, it would authorize deduc- 
tions by the self-employed of 10 per cent of in- 
come, up to $2,500 annually, for individual re- 
tirement programs. Committee approval would 
send it to the Senate where its chances of passage 
also appeared to be good. 


LIBERALIZED SOCIAL SECURITY 


While discounting chances for passage of the 
Forand bill, Speaker Rayburn predicted liberali- 
zation of Social Security benefits for disabled 
persons by removal of the present requirement 
that a person must be at least 50 years old to be 
eligible for benefits. 

Rep. Burr Harrison (D-Va.), a key member of 
the Ways and Means Committee, introduced a 
bill along this line on the first day of the 1960 
session. In addition to removing the age limita- 
tion, it would eliminate the present second six- 
months’ waiting period before resumption of pay- 
ments where the disabled person had unsuccess- 
fully tried to return to work. It also would extend 
the 12-month trial work period to beneficiaries 
under all types of rehabilitation programs. 
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FEL ERAL SCHOOL AID 


resident Eisenhower’s legislative proposals 
inc'uded a program of federal aid for expansion 
of colleges and universities, including medical 
schools. He proposed federal guarantee of $1 
billion in bonds and federal grants of $500 million 
over 20 years to help finance construction of édu- 
cational facilities and student housing. 


INFLATION FIGHT 


The President emphasized in his State of the 
Union Address, budget and economic messages 
to Congress that he would continue his fight 


MM against inflation. He said that an estimated $4.2 


billion surplus in his fiscal 1961 budget should be 
applied to reduction of the $290 billion public 
debt, instead of to tax reduction. 

He said he believes debt reduction ‘‘to be a 
prime element in sound fiscal policy for the na- 
tion at this time.” 

The Administration’s budget called for federal 
receipts of $84 billion and expenditures of $79.8 
billion in the 1961 fiscal year which begins next 
July 1. 

However, budget estimates 18 months in ad- 
vance are “iffy” at the best and some fiscal ex- 
perts believe Mr. Eisenhower is too optimistic on 
the surplus estimate. 


HIGH PUBLIC WELFARE BUDGET 


Even more anti-inflationary than the budget 
figures were the President’s estimates of overall 
receipts from and payments to the public. These 
estimates, which included Social Security and 
other trust funds not in the regular budget, 
showed a surplus of $5.9 billion with receipts of 
$102.2 billion and payments of $96.3 billion. 

The Eisenhower budget called for expenditure 
of an all-time high of $4.6 billion for labor and 
public welfare programs. Of the total, $3.4 billion 
would be in grant to state and localities. The total 
would be $128 million more than in fiscal 1960. 
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“The largest increase is for promotion of pub- 
lic health, mainly for research and hospital con- 
struction,” Mr. Eisenhower said. 

Trust fund expenditures, including Social Se- 
curity and unemployment compensation, will rise 
to an estimated $16.2 billion. 

“In order to deal effectively with these devel- 
opments, the federal government has expanded 
its public health programs and is actively seeking 
solutions to the nation’s health problems. Ex- 
penditures in the fiscal year 1961 are estimated 
to total $904 million, which is $53 million more 
than in 1960 and nearly three times the level five 
years earlier. The largest part of the increase is 
for medical research and training of research 
workers through programs of the National In- 
stitutes of Health, for which the estimated ex- 
penditures of $390 million in 1961 will be four 
times as great as five years ago. Expenditures for 
hospital construction grants are estimated at 
$161 million in 1961, a threefold increase during 
the same period. 

“The recommended appropriation for the Hill- 
Burton Hospital construction program for 1961 
... will assure that sufficient new general hos- 
pitals can be financed to keep pace with popula- 
tion growth, cover current obsolescence rates, 
and provide for 6,000 new beds to reduce the 
backlog of needs. 

President Eisenhower’s legislative proposals 
included a plan to use $4.7 million in foreign cur- 
rencies paid for U.S. agricultural surpluses ‘‘to 
support research and informational projects in 
foreign countries which hold promise of contrib- 
uting significant knowledge in the fields of health, 
education and welfare.” 

The liberalization of the Medicare program for 
dependents of military personnel, effective Jan- 
uary 1, will result in an increased cost per pa- 
tient. Costs for care of dependents of military 
personnel in civilian hospitals were estimated at 
$70,349,000 for fiscal 1961, as against $68,456,000 
for 1960 and $78,705,000 for 1959. 
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in a wide variety of infectious diseases encountered 
in daily practice. More than 120 published clinical 
reports attest to the superiority and 

effectiveness of oleandomycin-tetracycline. 


Cosa-Signemycin 


tetracycline 
with triacetylol 


antibiotic of choice when sensitivity testing is difficult 
or impractical. 


THE HOUSE-CALL ANTIBIOTIC 


available as: 
Capsules Oral Suspension Pediatric Drops 
raspberry-flavored 
125 mg. 2 oz. bottle, 125 mg. 10 ce. bottle (with cali- 
250 mg. per teaspoonful (5 cc.) brated dropper), 5 mg. 
per drop (100 mg. per ce.) 


Each 250 mg. of Cosa-Signemycin contains: glucosamine- 
potentiated tetracycline—167 mg., triacetyloleandomycin—83 mg. 


Bibliography and professional information booklet on COSA-SIGNEMYCIN 
available on request. 
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Continued from page 33 


On the Calendar 


*Clussified by the Commission on Education as acceptable for 
pos graduate study credits under Catagory I. Members should 
report actual hours of attendance. Maximum hours listed when 
ava ‘lable. 


MARCH 


*16 18: University of Pennsylvania, course on electro- 
encephalography, Graduate Hospital, Philadelphia. (18 
hrs.) 

*17-19: Tufts University, course on pediatrics, Boston, 
Mass. (12 hrs.) 

18-19: Pioneere Memorial Hospital and University of 
Oklahoma School of Medicine, postgraduate assembly, 
Pioneere Memorial Hospital, Brawley, Calif. 

*19: University of Minnesota, course on trauma, Minne- 
apolis. (7 hrs.) 

"19-27: Hahnemann Medical College and Hospital, post- 
graduate seminar, Intercontinental Hotel, San Juan, 
Puerto Rico. (14 hrs.) 

*21-23: New York University-Bellevue Medical Center, 
full-time refresher course in allergic conditions, New 
York City. (21 hrs.) 

*21-24: American Academy of General Practice, 12th 
Annual Scientific Assembly combined with the Annual 
Postgraduate Institute of Philadelphia County Medical 
Society, Convention Hall, Philadelphia. (14 hrs.) 

*21-25: University of Kansas, medical-surgical subspeciali- 
ties symposia, University of Kansas Medical Center, 
Kansas City, Kan. (35 hrs.) 

*23: Seton Hall College of Medicine and Dentistry, one-day 
postgraduate seminar on endocrine and liver dysfunc- 
tions, Elizabeth General Hospital, Elizabeth, N.J. (8 
hrs.) 

*23-24: University of Buffalo, course on evaluation of the 
newer drugs, Buffalo, N.Y. (14 hrs.) 

‘24-26: University of Oklahoma School of Medicine, 
adrenal steroids, University of Oklahoma Medical 
School Auditorium, Oklahoma City. (21 hrs.) 

*26: Seton Hall College of Medicine and Dentistry, one-day 
seminar on anesthesiology, Cherry Hill Inn, Dover 
Township, N.J. (6 hrs.) 

‘28-1: University of Minnesota, course on endocrinology, 
Minneapolis. (30 hrs.) 

‘30-2: Canadian Medical Association, Section of General 
Practice, British Columbia Division, eighth annual 
scientific session, Harrison Hot Springs Hotel, Harrison, 
British Columbia. 


GP February 1960 


APRIL 


*2: Southeast Idaho chapter, one-day seminar, Bannock 
Hotel, Pocatello. (6 hrs.) 

*4-6: University of Kansas, course on ophthalmology, 
University of Kansas Medical Center, Kansas City, 
Kan. (21 hrs.) 

*4-6: Minnesota chapter and Mayo Clinic, clinic reviews, 
Mayo Clinic, Rochester, Minn. (21 hrs.) 

*6: University of North Carolina School of Medicine Depart- 
ment of Continuation Education, physician’s institute on 
alcoholism, Chapel Hill, N.C. (4 hrs.) 

*6-8: University of Kansas, course on otolaryngology, 
University of Kansas Medical Center, Kansas City, 
Kan. (21 hrs.) 

*6-9: University of Mississippi and Mississippi Heart 
Association, cardiovascular seminar, Jackson, Miss. (21 
hrs.) 

*7: University of Wisconsin, two and one-half-day course on 
pediatric endocrinology, Wisconsin Center Building, 
Madison. (171% hrs.) 

*7-9: Tufts University, course on hematology, New Eng- 
land Center Hospital, Boston, Mass. (18 hrs.) 

*8-10: Marquette University School of Dentistry, seminar 
on hypnosis, Schroeder Hotel, Milwaukee, Wis. (7 hrs.) 

*11: Harris County (Texas) chapter and University of Texas 
Postgraduate School of Medicine, newly recognized 
viral diseases of infants and children, Jesse Jones 
Library Building, Houston. (1 hr.) 

*11-13: Tufts University, course on electrocardiography, 
New England Center Hospital, Boston, Mass. (18 hrs.) 

*11-13: University of Kansas, course on anesthesiology, 
University of Kansas Medical Center, Kansas City, 
Kan. (21 hrs.) 

*11-13: University of Minnesota, course on radiology, 
Minneapolis. (15 hrs.) 

*13: University of Oklahoma, course on anesthesia for the 
part-time anesthetist, University of Oklahoma Medical 
Center, Oklahoma City. (4 hrs.) 

*13: Second District Louisiana chapter, active and passive 
immunization, Hilton Inn, Kenner, La. (1 hr.) 

*21-22: University of Kansas, course on respiratory 
physiology in childhood, University of Kansas Medical 
Center, Kansas City, Kan. (14 hrs.) 

*22-23: Utah chapter, annual meeting, Hotel Utah, Salt 
Lake City. (16 hrs.) 

23: Rhode Island chapter, annual meeting, Sheraton Bilt- 
more Hotel, Providence. 

24-27: American College of Obstetricians and Gynecolo- 
gists, meeting, Morrison Hotel, Chicago, Ill. 

*27-30: Tufts University, course on neurology, Boston. (12 
hrs.) 
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ARE YOU 
ACHIEVING 
TRUE COLD 


IS LETHAL TO— FUNGI, BACTERIA, VIRUSES, RESISTANT 
SPORES —IN LESS THAN 1 HOUR—AND YET IS NON-TOXIC! 


~WAREXIN 
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i MEDICAL ond SURGIC 

 *WAREXIN: Clorpactin’ (a group of hypochlorous deriva- 
tives) to which buffers have been added for stability. 


PREVENT CROSS-INFECTION! 


Sterilize with WAREXIN 


Can safely be used for: 
1. All instruments made of stainless steel or other 
widely used corrosion-resistant alloys —even fine stainless 
hypodermic needles. 
- Articles made of rubber, plastic, non-porous fibers, 
glass, porcelain, enamel. 
- Complex equipment such as anaesthesia apparatus, heart-lung 
machines, artificial kidneys, etc. 
- Containers such as colostomy bags, urinals, air filters. 
- Special surfaces: hospital and laboratory walls, floors, tables. 


MIX WITH ORDINARY TAP WATER 


— 


Because Warexin concentrate 
is a texe Cold Sterilizing Agent, 

it is unnecessary to use distilled 
water. Just add 1 level measure 

to each quart of tap water. 
Warexin solution gives you 
effective kill in 1 hour or less. 


ECONOMICAL! A 5 oz. bottle 
makes 12-16 quarts of 5 
solution. Cost: approximately 


27¢ a quart! 


COMPANY 


Lattimer, John K., and panned A. L.: Clorpactin for Tuberculosis cystitis: | ion, Journ. of Urology, Vol. 
73, No. 6, June, 1955. * Wolinsky, E., Smith, M. M. and ee Wo. Jr., Tuberculocidal Activity of Clorpactin. A New 
Chlorine Compound, Antibiotic Medicine, 1:382-384, July, 1955. * Sonders, Murray and Soret, M. G.: Virucidal activity of 
WCS-90, Antibiotics and Ch th , Vol. V, No. 11, Nov. 1955. * Gliedman, M. L., Lt. (MC) USNR, Grant, R. N. Capt. 
Ler USN, Vestal, B.L., B.S., and Karlson, K..E., M.D.; Impromptu Bowel Cleansing ond Sterilization, Surgery, 43:282-287. 

* From The Textbook, E: P Circulation, Edited by Dr. J. Gorrott Allen, Page 87; Charles C. Thomas, Publisher. 
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cough sedative / antihistamine /expectorant 


e. relieves cough and associated symptoms 
in 15-20 minutes « effective for 6 hours or longer 
promotes expectoration rarely constipates 
agreeably cherry-flavored 


ach teaspoonful (5 cc.) of Hycomine* contains: 
ycoden® 
Dihydrocodeinone Sitartrate . 5 me. \ 
(Warning: May be habit-forming) 6.5 me. 
Homatropine Methyibromide 1.5 me. 

Phenylephrine Hydrochloride meg. 

Literature Supplied: Asa pleasant-to-take syrup. May be habit- 
on request forming, Federal jaw permits ora! prescription. 


ENDO LABORATORIES Richmond Hil! 418. New York 
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announcing a new class of drug "4 the first analgomylaxant 


analexin 


a single chemical that is both a general non-narcotic 
analgesic and an effective muscle relaxant 
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therefore...in pain... 

where pain makes tension 

and tension makes pain... 
analexin stops both effectively 


4Y Analexin is a new synthetic chemical (phenyramidol 
hydrochloride) that inherently possesses within one mo- 
lecular structure two different pharmacologic actions: (1) 
general analgesia, by raising the pain threshold and thus 
decreasing the perception of pain, and (2) muscle relaxa- 
tion, by selectively depressing subcortical, brain stem and 
spinal polysynaptic transmission (interneuronal block- 
ade), abolishing abnormal muscle tone without impairing 
normal neuromuscular function.” * 

4Y Although the analgesic potency of one tablet is clin- 


ically equivalent to one grain of codeine, Analexin isnot _ 
narcotic or narcotic related. It is not habituating and tol- 
erance to the drug has not been noted. Muscle relaxant 
action is comparable to the mos: potent muscle relaxants 
available for oral use. The total effect is “analgomylaxa- 
tion’—a new advance for the relief of pain. 


OH 
NH —CH,; —CH — 
N 


HCI 
The full chemical name for phenyramidol is 2-( Bhydroxy- 
phenethylamino)-pyridine hydrochloride. It is unrelated _ 
to any currently available analgesic or muscle relaxant 


compound,” * 
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analexin provides 
effective relief 

of the total 

pain experience... 


4 The end result of pain, regardless of its origin, is dis- 
comfort or suffering paralleled by muscle tension. Thus 
muscle tension may play a fundamental role in the total 
pain experience even though it does not initiate the pain. 
Employment of a single agent that produces two distinct 
but associated physiologic responses has obvious advan- 
tages, for relief of the total pain experience is better 
accomplished by the integrated action of phenyramidol 
which acts on both pain centers and muscle to produce 
analgesia and relieve muscle tension simultaneously. 


with remarkably 
few side effects 


& Side effects such as sedation, euphoria, mental con- 
fusion and depression, sometimes associated with inter- 
neuronal blocking and certain analgesic agents have not 
been noted with Analexin. Incidence of reactions is low 
and those reactions that occasionally occur (such as gas- 
tric irritation and pruritus) are of a mild and transient 


nature and do not limit therapy. 
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results with 
analexin in 
clinical trials 


4 Batterman, Grossman and Mouratoff? compared 
Analexin with aspirin, sodium salicylate and a placebo 
in a series of 195 patients with various painful conditions. 
The authors concluded: 
“Not only is satisfactory relief of painful states achieved 
in the majority of patients regardless of etiology and 
duration of pain, but there is also no evidence sugges- 
tive of cumulative toxicity. Furthermore, in contrast to 
codeine and meperidine, the likelihood of untoward 
reactions occurring in ambulant patients is not high. 
This is a decided advantage since the control of pain 
in the ambulant patient with chronic pain is a major 
clinical problem?’ 
“Phenyramidol (Analexin), with therapeutic doses is 
not only safe for chronic administration, but also to 
_ date we have noted no adverse effect upon the cardio- 
vascular, gastrointestinal, respiratory, kidney, liver or 
central nervous systems.’ 
4Y Wainer’ reported a series of 200 cases treated with 
phenyramidol for various painful conditions. In fifty of 
these patients who had dysmenorrhea, he saw excellent 
results in 40, good results in 5 and poor results in 5. 
Further examination in 4 cases not responding revealed 
presence of organic pathology. A second group of 50 
cases with headache and associated premenstrual tension 
responded with over-all excellent results. Wainer also 
reports the use of phenyramidol to replace codeine for 
postpartum pain and describes 100 cases wherein a 
combination of phenyramidol with aluminum aspirin 
(Analexin-AF) —s replaced aspirin and codeine 


therapy. 
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more results 
with analexin in 
Clinical trials 


another series of dysmenorrhea cases, Bader’ 
compiled data on 20 employees of a telephone company 
who required 2 to 2 days off from work every month 
regardless of prior therapy employed, Satisfactory re- 
sults were achieved in 15 out of 20 and a fair response in 
the remaining five. All were able to remain on the job 
although relief was not complete in the latter cases. 

ky Bealer* treated 32 patients with phenyramidol mostly 
for musculoskeletal disorders and had good or very good 
results in 15, fair results in 14 and poor or inconclusive 
results in 2 patients. Cohen’ used phenyramidol together 
with aspirin in 15 patients with such conditions as sciatic 
pain, osteoarthritis, anterior chest wall syndrome, etc. and 
got outstanding relief in 80 per cent. Gilbert’’ reported 
that 15 patients with nonspecific headache had excellent 
relief in a matter of minutes with phenyramidol, and in 8 
cases of dry socket pain Bruno" reports immediate relief 
in six cases and good results later in the other two after 
sockets were curetted under local anesthesia. Stern’* 
reported on 40 ambulatory cases with a variety of pain- 
ful conditions and saw good relief in 32 patients and 
poor in 8. Results were best in acute sacroiliac pain, myo- 
sitis, muscle spasm, fractures, pleurisy and neuritis. Ten 
of 13 patients with osteoarthritis responded very well and 


are continuing on phenyramidol therapy. 
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analexin (phenyramidol) 


for relief of pain and muscle tension in: 
low back pain 
sprains and strains 
myalgia 
glass arm 
wry neck 
osteoarthritis 
dysmenorrhea 
tension headache 
gout 
postpartum pain 
epigastric distress 
(pylorospasms, gastritis, duodenal ulcer, cholecystitis) 
genitourinary conditions 
(premenstrual cramping or tension) 
abdominal distress 
(flatulence, colic) 
toothache and dry socket pain 


analexin-AF (phenyramidol with aluminum aspirin) 
for relief of pain and muscle tension also 

involving inflammatory processes and/or fever, as in: 
arthritis 

arthralgia 

bursitis 

tendinitis 

myalgia of strain and fear 


pre- and postoperative toothache 


dosage: 


analexin: for relieving pain and/or muscle tension, one or two 
tablets every 4 hours. In dysmenorrhea, two tablets initially then 
one tablet every 2 to 4 hours as needed. 


analexin-AF: two tablets every 4 hours or as required. 


supply: 
analexin tablets—tach tablet contains 200 mg. of pheny- 
ramidol HCI. Bottles of 100 tablets. 


analexin-AF tablets — Each tablet contains 100 mg. of 
phenyramidol HC! and 300 mg. of aluminum aspirin. Bottles of 
100 tablets. 


REFERENCES: 1. O'Dell, T. B.; Wilson, L. R.; Napoli, M. D.; White, H. D., and Mirsky, J. H.: 
J. Pharmacol. & Exper. Therap., in press. 2. O’Dell, T. B.; Wilson, L. R.; Napoli, M. D.; White, 
H. D., and Mirsky, J. H.: Fed. Proc. 18:1694, 1959. 3. Gray, A. R, and Heitmeier, D. E.: J. 
Am. Chem. Soc. 81:4347, 1959. 4. Gray, A. PR, and Heitmeier, D. E: J. Am. Chem. Soc. 
81:4351, 1959. 5. Batterman, R. C.; Grossman, A. J., and Mouratoff, G. J.: Am. J. Med. Sc. 
238:315, 1959. 6. Wainer, A. S.: The Use of Phenyramidol in Obstetrics and Gynecology. 
Read before the New York Academy of Sciences, Dec. 5, 1959. 7. Bader, G.: Clinical Report 
511; 598. 8. Bealer, J. D.: Clinical Report 511; 592. 9. Cohen, B. M.: Clinical Report 511; 
596. 10. Gilbert, F: Clinical Report 511; 597. 11. Bruno, E. A.: Clinical Report 511; 593. 
12. Stern, E.: Clinical Report 511; 599. 


Clinical Reports cited above are in the files of the Medical Department, Irwin, Neisler & Co. 


Irwin, Neisier & Co. Decatur, Illinois 
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PREMENSTRUAL TENSION 


“Chlorothiazide is an excellent agent for relief of 
swelling and breast soreness associated with the 
premenstrual tension syndrome, since all patients 
with these complaints were completely relieved.” 


“Where tension, nervousness, and headaches 
are major factors, chlorothiazide may provide 
relief; approximately half of the patients in 
this series [of 50] were benefited . . .” 


Jungek, E.C., Barfield, W. and Greenblatt, R.B.: J.A.M.A. 169:112, 
(Jan. 10) 1959. 


Dosage: One or two 500 mg. tablets DIURIL daily— 
beginning the first morning of symptoms and continuing 
until after onset of menses. 


[| 


CHLOROTHIAZIDE 


continuing 
and consistently 
record 


safety and 
efficacy in: 


Supplied: 250 mg. and 500 mg. scored tablets DIURIL 
(Chiorothiazide). DIURIL is a trademark of Merck & Co., Inc. 
Additional information is available to the physician on request. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 


©1959 Merck & Co., INC. 
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‘premenstrual tension 
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ALTAFUR proved superior to any other 
single agent against staphylococcal infec- 
tions encountered in the pediatric section of 
a general hospital. Introduced during an 
epidemic of severe staphylococcal pneu- 
monia and bronchiolitis in younger children, 
ALTAFUR was employed in treating a total 
of 59 infants or juvenile patients, most of 
whom had upper or lower respiratory tract 
involvement. Almost all had been given 
antibiotics without effect; 34 were judged 
severely or critically ill. Cures were ob- 
tained in 54 of these patients after a 3 to 
10 day course of ALTAFUR. There was only 
one failure (results were inconclusive in the 
remaining four cases). Mixed infections 
with Pneumococcus or Streptococcus sp. 
also responded readily. 


ALTAFUR in antibiotic- 


resistant staphylococcal infections 


Lysaught, J. N., and Cleaver, W.: Paper presented at the Symposium on Antibacterial Therapy, Michigan 
and Wayne County Academies of General Practice, Detroit, Sept. 12, 1959 (published Nov., 1959) 


ALTAFUR was administered orally in vary- 
ing dosage: the optimal dose is believed to 
be about 22 mg./Kg. daily. 

Side effects were minimal in these patients, 
being limited to gastric intolerance in a few 
cases, usually controllable by giving the 
drug with or after meals. Laboratory studies 
performed before and after ALTAFUR treat- 
ment revealed no adverse influence on renal, 
hepatic or hematopoietic function, nor other 
signs of toxicity. 

In vitro, staphylococci isolated in this series 
proved uniformly susceptible to ALTAFUR, 
whereas many strains were resistant to a 
variety of antibotics. With ALTAFUR as with 
all nitrofurans, the lack of development of 
significant bacterial resistance is considered 
a major advantage over other antimicrobials. 
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bright new star 


in the antibacterial firmament 


brand of furaltadone 


the first nitrofuran effective orally 


in systemic bacterial infections 


Antimicrobial range encompasses the majority of common 
infections seen in everyday office practice and in the hospital 


Decisive bactericidal action against staphylococci, streptococci, 
pneumococci, coliforms 

Sensitivity of staphylococci in vitro (including antibiotic- 
resistant strains) has approached 100% 

Development of significant bacterial resistance has 

not been encountered 

Low order of side effects 


Does not destroy normal intestinal flora nor encourage 
monilial overgrowth (little or no fecal excretion) 


Tablets of 50 mg. (pediatric) and 250 mg. (adult) 

Average adult dose: 250 mg. four times a day, with food or milk 
Pediatric dosage: 22-25 mg./Kg. (10-11.5 mg./lb. body weight daily 
in 4 divided doses 

CAUTION: The ingestion of alcohol in any form, medicinal 

or beverage, should be avoided during Altafur therapy. 


NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 
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Antiver 


The latest ANTIVERT report confirms earlier 
findings: ANTIVERT relieves vertigo in 9 out of 
10 patients. This combination of meclizine (an 
outstanding antihistamine for vestibular dys- 
function) and nicotinic acid (the drug of 
choice for prompt vasodilation’) “... proved 
more effective than the use of either drug 
alone.’” Out of 50 patients with Meniere’s syn- 
drome, only 4 failed to respond to ANTIVERT.’ 
Prescribe one ANTIVERT tablet (12.5 mg. mecli- 
zine; 50 mg. nicotinic acid) before each meal 
for relief of Meniere’s syndrome, arterioscle- 


STOPS VERTIGO 


9 TIMES OUT OF 10!! 


rotic vertigo, labyrinthitis and vertigo of non- 
specific origin. 
Supplied: In bottles of 100 blue-and-white scored tablets. 
Prescription only. 


References: 1. Menger, H. C.: Clin. Med. 4:313 (Mar.) 
1957. 2. Scal, J. C.: Eye Ear Nose & Throat Month. 
38:788 (Sept.) 1959. 
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Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


Volume XXI, Number 2 


GP 


f 

— 

318 

4 / 


in your first instructions for the newborn... 
as basic as the bath... VI-SOL” VITAMIN DROPS 


Baby’s bath —basic to help guard against infections. Vi-Sol drops —basic 

to help guard against vitamin deficiencies from the very first visit. Why Vi-Sol drops? Because 
they are quality formulations of acknowledged potency, safety and acceptability, in line with the 
Mead Johnson tradition of product leadership in infant nutrition. Products of choice in 
premature centers—dynamic retail product movement provides added assurance of freshness, 
readily accepted by mother and baby alike—three authoritative formulations to meet individual 
nutritional needs...these are but a few of the outstanding features that have made Vi-Sol drops 
one of the most popular of all infant vitamin supplements. You 
select the formulation —3, 6 or 10 vitamins to suit individual needs: 
TRI-VI-SOL® drops—3 basic vitamins; 
POLY-VI-SOL® drops—6 essential vitamins; 
DECA-VI-SOL® drops—10 significant vitamins. 


\ Mead Johnson 


Symbol of service in medicine 
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when diapers and drops are discarded... 
it’s time tochange to VI'SOL” CHEWABLE TABLETS 


or TEASPOON VITAMINS 


Vi-Sol chewable tablets and teaspoon vitamins, specifically formulated for the child over two, are the 
logical continuation of vitamin supplementation at the end of “baby” treatment. And the 

delicious taste will show in their smiles. 

DECA-VI-SOL,® 10 significant vitamins, POLY-VI-SOL,® 6 essential vitamins. 

Chewable tablets, with fruit-like flavors, dissolve easily in the mouth...no swallowing problem... 

no vitamin aftertaste or odor....Teaspoon vitamins, orange-flavored liquid vitamins 

that children take readily. 


67560 


\ Mead Johnson 


Symbol of service in medicine 
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TA RGET ACTION specifically on the large bowel 
1 OR R AN selective peristaltic stimulant - smooth, overnight action 

* no griping + well tolerated, non-habituating 

Available in 75 mg. scored tablets and suspension. 


(1,8-dihydroxyant 


> 


(Dorbane, 50 mg. + dioctyl sodium sulfosuceinate, 100 mg.)* 


i} \ i & _ For lower dosage and in children. 
Available in capsules and suspension. 
sulfosuccinate, 50 mg.)* 


(Marks, M. M.: Clin. Med. 4 :151, 1957.) 


Schenfabs/ SCHENLABS PHARMACEUTICALS. Inc + New 1, N.Y. Manufacturers of NEUTRAPEN® for penicillin reactions. 


ADEMARKS REG. U.S. PAT. OFF. DORBANTYL FORMULA PATENTED. 64859 
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new non-staining 


chemically different, non-staining, “shaped charge” monilicide 
soothing, odorless, white 


Exceptional fungicidal activity—The unique “shaped charge” molecular 
structure of the active agent in SPOROSTACIN Cream facilitates penetra- 
tion of the fatty barrier of the fungous cell membrane for exceptional 
fungicidal activity. 

Outstanding clinical results—The use of this new compound, chlordantoin, 
in the treatment of vaginal candidiasis [moniliasis] offers the advantages 
of simplicity, patient acceptance, and rapid relief of symptoms, together 
with a high percentage of culture-free cures.” 


*Lapaa, B.: Am. J. Obst. & Gynec. 78:1320, 1959. 
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the 
decontussive* 
makes for 
better 
cough control 


reduces postnasal drainage + lessens pharyngeal irritation 
depresses the cough reflex + eases expulsion of mucus 


* The addition of the decongestant to the antitussive 
provides more complete cough control than regular 
“cough syrups”. The central antitussive action of 
Dormethan! and the expectorant action of ammonium 
chloride are complemznted by the decongestant action 
of Triaminic,?** which reduces swelling and controls 
irritating postnasal drip, a common cough stimulus. 


References: 1. Bickerman, H. A.: in Drugs of Choice, Mosby, 
St. Louis, 1958, p. 557. 2. Lhotka, F. M.: Illinois M. J. 112:259 (Dec.) 
1957. 3. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 1958. 
4. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 


Dosage (to be administered every 3 or 4 
hrs.) : Children 6 to 12 years—\ tsp.; 1 to 
6 years—¥Y¥% tsp.; under 1 year—Y tsp.; 
Patients over 12—2 tsp. One dose at bed- 
time is usually sufficient to control the 
cough cycle initiated by postural drainage 
of paranasal sinuses. 
Each tsp. (5 ml.) of fruit-flavored, 
non-alcoholic TRIAMINICOL 
Triaminic ® 
pheniramine maleate ..... 
pyrilamine maleate 


ium chloride . 


the decontussive cough syrup 


SMITH-DORSEY = a division of The Wander Company « Lincoln, Nebraska 
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Raise the Pain Threshold 


Phenaphen with Codeine provides 
intensified codeine effects with 
control of adverse reactions. 

It renders unnecessary (or postpones) 
the use of morphine or addicting 
synthetic narcoties, even in 

many cases of late cancer. 


Three Strengths — 

PHENAPHEN NO. 2 

Phenaphen with Codeine Phosphate 1% gr. (16.2 mg.) 
PHENAPHEN NO. 3 

Phenaphen with Codeine Phosphate 4 gr. (32.4 mg.) 
PHENAPHEN NO. 4 

Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 
Also — 

PHENAPHEN ein each capsule 
Acetylsalicylic Acid 2% gr. . (162 mg.) 
Phenacetin 3 gr. ......- (194 mg.) 
Phenobarbital 4% gr...... (16.2 mg.) 
Hyoscyamine sulfate (0.031 mg.) 


CODEINE 


Rebins 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 
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February 1960 


a new 
coronary vasodilator 

of 

unprecedented effectiveness 


for 


angina pectoris 


J 
| 
325 
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rapid onset 
prolonged action 
consistent effect 
unusual safety 


lsorvit significantly reduces the number, duration, and severity of anginal at- 
tacks, often when other long-acting coronary vasodilators fail. Exercise tolerance 
is increased, pain decreased, and the requirements for nitroglycerin either drasti- 
cally curtailed or eliminated. 

IsorpiL acts rapidly in comparison with other prophylactic agents, and patients 
usually experience benefits within 15 to 30 minutes. The effects of a single dose 
of Isorpit persist for 4 to 5 hours. Thus, for most patients, convenient q.i.d. 
administration is highly satisfactory. 

The only side effect observed has been transitory, easily controlled headache, 
normally considered an expression of effective pharmacodynamic activity.' The 
toxicity of Isorpit is extremely low, approximately 50 times the therapeutic dose 
being required to produce toxic symptoms. 


Sherber,2 summarizing his experience with Isorpi., states it is ‘the most 
effective medication for the treatment of coronary insufficiency available today.” 


ide Dir 


* 


ee IVES-CAMERON COMPANY « New York 16, New York 


Confirm Superiority Resting Control 2 Min. After Test 


Among 48 patients? previously treated with other 23s 
coronary vasodilators, chiefly pentaerythritol tetrani- : 
trate, ISORDIL was demonstrably superior in 37, 
equivalentin 9, andinferiorin 2. Responseof patients 


treated in all studies‘ was 85% good, 7% fair, and 
8% poor. 


Markedly reduces number of anginal attacks: 


Albert’ found that of 29 patients receiving ISORDIL, 
25 responded well, 1 moderately well, and 1 not at 
all. Effectiveness could not be judged in 2 patients. 
For those who responded well, the frequency of 
anginal attacks was quickly reduced from a daily 
average of 5 to 1.2. Continued use of ISORDIL fur- 
ther reduced the frequency of attacks. 4 Hrs. after 


ISORDIL 


Increases tolerance to exercise and stress: 


Electrocardiographic response following the Master 
two-step test has clearly established a more favor- 
able balance between oxygen supply and demand to 
the myocardium with Isorpit therapy. Eight of 10 
patients administered ISORDIL in studies by Russek* 
showed considerably less abnormality in the post- 
exercise electrocardiogram than before treatment. 


tT 


Rapid onset and prolonged action a function of 
solubility and metabolism: 


Pharmacologic studies indicate that the rapid onset 
and prolonged action shown by ISORDIL are related 
to its high solubility and low rate of metabolism.’ 
Incubation with liver slices suggest rapid absorption 
and delayed inactivation by the liver. 


= — 
\ 
| 


ide Dinitrate, lves-Cameron 


Succeeds where others fail: 
| 
| 
| 
4 
\ 
| | 
"Trademark 


« NEW—for more effective control of angina pectoris 
e Reduces number, duration, and severity of anginal attacks 


“Isordil is a new and effective agent for 
therapy of angina pectoris.''"—Russek® 


Composition: Each white, scored tablet of ISORDIL (Isosorbide Dinitrate) contains 10 mg. of 
1,4,3,6-dianhydro-sorbitol-2, 5-dinitrate. 


Action: Following oral administration of ISORDIL, the effects of coronary vasodilatation are 
apparent within 15 to 30 minutes and persist for 4 to 5 hours. 


| Indications: ISORDIL is indicated for the therapeutic and prophylactic management of angina 
pectoris and coronary insufficiency. It is often useful in patients only partially responsive to 
other long-acting coronary vasodilators. 


Dosage: ISORDIL is administered orally. Average dose is one tablet(10 mg.)taken one half hour 
| before meals and at bedtime. Individualization of dosage may be necessary for optimum 
therapeutic effect; dosage may vary from 5 mg. to 20 mg. q.i.d. 


Side Effects: Side effects are few, infrequent, and mild. Transitory headache, common toeffec- 
tive nitrate or nitrite therapy, has occurred. This usually responds to administration of acetyl- 
salicylic acid, and disappears with continued therapy. When headache is persistent, reduction 


in dosage may be required. 
Caution: ISORDIL should be given with caution in patients with glaucoma. 


Supplied: Bottles of 100. 


References: 1. Riseman, J.E.F., et al.: Circulation 17:22-39 (Jan.) 1958. 2. Sherber, D.A.: 
Personal Communication (Oct., 1959). 3. Case Reports on File, lves-Cameron Company 
(1958-1959). 4. Summary of Case Reports on File, lves-Cameron Company (1958-1959). 5. 
Albert, A.: Personal Communication (Oct., 1959). 6. Russek, H.I.: Personal Communication 
(Oct., 1959). 7. Harris, E., et al.: Personal Communication (Oct., 1959). 


ISORDIL 


vez 


IVES-CAMERON COMPANY « New York 16, New York 
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brand of phenmetrazine 
hydrochloride 


Through the potent appetite- 
suppressant action of Preludin, the 
success of anti-obesity treatment 
becomes more assured—adherence to 
diet becomes easier—discomfort 
from side reactions is unlikely. 


In Simple Obesity Preludin 


roduces 2 to 5 times the weight loss 
achievable by dietary instruction 
alone.'-? 


In Pregnancy Weight gain is kept 
within bounds, without danger to 
either mother or fetus.* 


In Diabetes Insulin requirements 
are not increased; they may even 
decrease as weight is lost.* 


In Preludin is well 
tolerated and blood pressure may 
even fall as weight is reduced.’ 


Patients taking Preludin usually 
experience a mild elevation of mood 
conducive to an optimistic and 
cooperative attitude, thereby 
counteracting the lassitude otherwise 
resulting from a reduced caloric 
intake. Thus, consistent weight loss 
over a prolonged period becomes 
more assured. 


Preludin® Endurets,"™- brand of 
phenmetrazine hydrochloride: 
tablets of 75 mg. 

or once daily administration; and 
scored, square, pe tablets of 25 mg 
for b.i.d. or t.i.d. administration. 


Under license from C. H. Boehringer Sohn, 

Ingelheim. 

References: 

(1) Barnes, R. H.: J. A. M. A. 166:898, 1958. 
C.: J. A. M. A. 165:135, 1957. 

(3) Birnberg, C. H., and Abitbol, M. M.: Obst 

& Gynec. 11:463, 1958. (4) Robillard, R.: 

Canad. M. A. J. 76:938, 1957. 


Geigy, Ardsley, New York Geny 


Geigy 


whether obesity is simple 
of complicated 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


now available 


in 400 mg. continuous release capsules as 


Meprospan-400 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


erelieves both mental and muscular tension 
without causing depression 


e does not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 
one capsule with evening meal 


Available: Meprospan-400, each blue capsule contains 
400 mg. Miltown (meprobamate) 
Meprospan-200, each yellow capsule contains 
200 ing, Miltown 


Both potencies in bottles of 30. 
QewALLACE LABORATORIES, New Brunswick, N. 7. 
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JUST ONE CAPSULE LASTS ALL DAY 
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reduction 


COST 
YOUR PATIENT 


2nd 
NOW 


e extends benefits to more 
patients at LOWER COST 


e treats tineas effectively and 


MORE ECONOMICALLY 


TO 
THERAPY CONTROL 


* On November 17, 1959, Schering Corporation reduced the price of a-448 
FULVICIN 20% and is now effecting an additional 157 reduction. 


SCHERING CORPORATION « Bloomfield, New Jersey Selering 
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FOR SIMULTANEOUS IMMUNIZATION 


AGAINST DISEASES? 


Poliomyelitis -Diphtheria-Pertussis-Tetanus 


PEDI-ANTICS 
WHAT 
ARE 
THEY 
WABOUT 2 
A 
THEYRE 
FOR THEIR 
TETRAVAX / 


@ 


THERE'S 
ANYTHING 
WE HATE, 
IT'S 
SNIVELING 


YES? COWARDS, 
TETRAVAX 
WOULDN'T 

HAVE BEEN 


cowarps / 


DIPHTHERIA AND TETANUS TOXOIDS WITH PERTUSSIS AND POLIOMYELITIS VACCINES 


now you can immunize against more diseases...with fewer injections 


Dose: 1 cc. 


Supplied: 9 cc. vials in clear plastic cartons. Pack- 
age circular and material in vial can be examined 
without damaging carton. Expiration date is 
on vial for checking even if carton is discarded. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


TETRAVAX IS A TRADEMARK OF MERCK & CO,, INC, 


mQo MERCK SHARP & DOHME, pivision or merck & CO., Inc., PHILADELPHIA 1, PA. 
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only SANBORN makes all three 


To the physician whose practice requires an “office 
standard” electrocardiograph of wide clinical usefulness, 
an instrument with such diagnostic advantages as 
two speeds, three recording sensitivities and provision 
for recording other phenomena will prove most logical. 
To the hospital nurse who must continually bring an 
electrocardiograph to the patient's bedside, no instru- 
ment is quite so useful as the completely self-contained, 
mobile one that can be effortlessly rolled in and out of 
elevators, up and down ramps and corridors. And to the 
doctor who must have an ECG that he can pick up and 


take on house calls, no instrument is useful unless it is 
truly portable—and completely dependable trip after trip. 


To each of these people, Sanborn offers a modern in- 
strument designed with his particular needs in mind: 
the 2-speed “office standard” Model 100 Viso-Cardiette 
...its mobile counterpart, the Model 100M Mobile Viso- 
Cardiette . . . and the 18-pound Model 300 Visette. Only 
Sanborn makes all three. 


Descriptive Literature and Prices on request, from your 


Sanborn Branch Office, Service Agency or the Main Office. 


SAN BORN : 


MEDICAL DIVISION, 175 Wyman St., W 54, 


February 1960 
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he needs o versotile, office standard ecg | she needs a mobile he ecg [J he needs a-rugged, “on-call” ec 
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ASTIBELL disposable circumcision bell may be 

applied at birth in 2 to 3 minutes, minimizes 

7 ance of hemorrhaging. Eliminates later 

need for second room, nursing assistance, ster- 

ile pack. Hemostats and scissors are only a 
struments umes. No dressings or post o: 

ative care needed. Bell drops off in 5 to 8 ays 
leaving clean, well-healed line of excision. 


*Kariher, D. H.; Smith, T. W. Immediate Circumcision of 
“Obs. & Gyn., 7:50, Jan., 1956. 


DRD-CLAMP seals any size umbilical cord over 
. safe quarter-inch area, eliminates hemorrhag- 
ing and seepage.t Easily applied with one 
hand, requires no tools. Maintains constant 
pressure as the cord shrinks. No belly band 
or dressings needed. Blind catch and serrated 
edges prevent accidental release or slipping. 
Nylon clamp is autoclavable and disposable. 


B. Smith, T. W. Personal correspondence, 


write for samples and literature 
833 North Orleans Street OLLi STERS 
INCORPORATED 


Chicago 10, Illinois 
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first in preference for relief from cough 


quiets the cough and calms the patient 


Expectorant Sedative 
Antihistaminic Topical anesthetic 


PHENERGAN' 


EXPECTORANT 


Promethazine Expectorant, Wyeth 
with Codeine Plain (without Codeine) Philadelphia 1, Pa. 


NEW NON-NARCOTIC FORMULA 


Pediatric PHENERGAN EXPECTORANT 
with Dextromethorphan, Wyeth 


| 


Overwhelming evidence" proves: 


capsules 
In a recent report! on 44 patients, VASTRAN FORTE reduced plasma cholesterol levels to 
normal in 21 patients and lowered cholesterol levels by at least 40% in 14 more patients 
during a 30-week period. There was no change in diet. 
VASTRAN FORTE produces no significant side effects on long-term administration. 
“No toxic reactions have been found by clinical and laboratory observations, including 
a battery of seven tests of hepatic function and needle biopsies of the liver in 17 patients 
after one year of therapy.”! However, patients must be told to expect pronounced 
warm flushing within approximately 15 minutes of the early doses. This effect is the 
normal initial response to high-dosage nicotinic acid, and is in no way harmful. It gen- 
erally does not occur after one or two weeks. 


Each VASTRAN FORTE Capsule contains: nico- 
tinic acid, 375.0 mg.; ascorbic acid, 50.0 mg.; 
riboflavin, 2.5 mg.; thiamine mononitrate, 5.0 
mg.; pyridoxine hydrochloride, 0.5 mg.; calcium 
pantothenate, 2.5 mg.; cobalamin concentrate 
(vitamin B,. activity), 10.0 meg. Dosage: Initial 
Dosage—2 capsules four times a day after meals 
for twelve weeks. Thereafter dosage should be 
adjusted according to response. Maintenance 
requirements may vary from 1 capsule q.i.d. to 
4 capsules q.i.d. Supply: Bottles of 100. 

WAMPOLE LABORATORIES, STAMFORD, gen 


patcancahes } iw ms, W. B., Jr., and Flinn, J. H.: A.M.A. Arch. Int. Med. 103:783, 1959. 2. Parsons, , Jr., and 
Flinn A.M.A. 165:234 (Sept. 21) 1957. » O'Reilly, O.: Canad Ang A. J. 78:402 (March 15) 1958. fv t=} 
and "aote, = Arch. Biochem. 73:420, 1958. 9 R. W. PB; Berge, K. G.; a N. W., and McKenzie, R. F: 
Circulation 173497, 1958 6. R., and Hoffer. “A Circulation 16: 499, 1957. Hoffer, A., and M. J.: 
J. Ment. Se. 103:810, 1957. Parsons, W. B., Jr., and Flinn, J. H.: Circulation 16: 439, 1957. 9. Achor, R. W. P; Berge, 

K. G.; Barker, N. W., and MeKensie B. F: Circulation 1957. O.; Demay, M., and Kotlowski, K.: 
Int. Med. 100: 797, 1957. 11. deSoldati, L.: Stritzler, G., d Balassani : Prensa méd. argent. "bh: 3286 (Nov. 8) 1957. 12. 
Parsons, W. B., Jr. , et al.. Proc. Staff Meet. Mayo Clin. m1: 377 one’ 5 1956. 13. Altschul, R; Hoffer, A., and Stephen, 
J. D.: Arch. Biochem. 54:588, 1955. 14. Seebrell, W H., and ee R. S.: The Vitamins; Chemistry, Physiology, Pathology, 
New York, — sx en 1954, vol. 2, p. 551. 15. Gregory : J. Ment. Sc. 101:85, 1955. 16. Sinclair, H. M.: Lancet 1:381, 
1956. 17. ‘Page, I. H., et al.: J.A.M.A. 164:2048 (Aug. 31) Tia6t. 18. Rosenfeld, L.: Am. J. Clin. Nutrition §:286, 1957. 


VASTRAN FORTE contains anticholes- 
terol dosage of nicotinic acid'-'* forti- 
fied by added B-complex factors to 
guard against vitamin deficiencies due 
to large dosage of a single B factor;'4- 

plus pyridoxine to improve sidiaation 
of unsaturated fatty acids in normal 
diets'*-!? and ascorbic acid'’ for support 
against degenerative arterial changes. 
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a superior presentation of iron 


FEOSOL’ SPANSULE’ 


brand of ferrous sulfate brand of sustained release capsules 


Iron in its most effective form (ferrous sulfate) ... providing a 
rapid and satisfactory rise in hemoglobin (up to 1% or more per day) 

.. with a single capsule daily ... and usually with a total absence 
of iron’s side effects. 


ideal iron therapy for the whole family 


For a free 
clinical supply, 
mail this post- 
paid reply card. 


BUSINESS REPLY MAIL 
FIRST CLASS PERMIT No. 547 
Philadelphia, Pa. 


Smith Kline & French Laboratories 
1500 Spring Garden Street 
Philadelphia 1, Pa. 


7? 
> 
No 
Will be Paid 
Necessary 
by If Mailed in the ‘ 
Addressee United States 
; 
= 
e 4 
q 
i! 
) 


for a generous FREE SUPPLY OF 


FEOSOL 
SPANSULE’ 
CAPSULES 


just fill in, detach and... MAIL THIS POSTPAID REPLY CARD 


Please send me 2 complimentary bottles of ‘Feosol’ Spansule capsules. 


Dr 


Street 


City. 


My type of practice is: 


C) Not exclusively limited GP 


L) Limited exclusively to. 


FS9-1E 


4 
; @ 
(Please Print) 
: 
; 
7 
(Your Specialty) 
/ 


Bronchodilator action of oral 
ELIXOPHYLLIN’ 


As shown by clinical observations : 


Acute asthmatic attacks were termi- 
nated in 10 to 30 minutes after a 
single oral dose in 91 of 107 patients 
(85 %).1-2.3.4 


Spirometric studies in acetylcholine- 
induced asthma showed oral Elixo- 
phyllin equivalent in therapeutic ef- 
fects to intravenous aminophylline 
(500 mg.) and comparable both pro- 
phylactically and therapeutically to 


Chronic asthmatic symptoms were 
also well controlled and frequency of 
attacks markedly reduced in most pa- 
tients by dosage every 8 hours.1.54 


As shown by pulmonary function tests : 


subcutaneous epinephrine.5 

Further pulmonary function studies 
after doses of 60 or 75 cc. Elixo- 
phyllin demonstrated increases in 
vital capacity and maximum breath- 
ing capacity as shown below: 


Vital capacity increase of 30.6% in 30 
minutes—average of 69 patients.',°,® 
Maximum breathing capacity increase of 
25.7% in 30 minutes—average of 


15min, 30min.| 49 patients.,° 


Improved cough efficiency as shown in a patient with bronchial asthma 
following Elixophyllin dosage of 75 cc.:7 


Peak 
flow rate 
(lit./sec.) 


Before After 30 min. After 60 min. 
2.24 2.93 3.20 


Volume exhaled (liters) increased from 0.076 to 0.391 after 30 minutes, 

and to 0.805 after 60 minutes. 
In a series of 25 patients receiving a single dose of 60 or 75 cc. Elixophyllin, 
the efficiency of the cough response was markedly enhanced, with a mean 
increase of 33% in rate of air flow and over 100% in the volume of air expelled 
on maximal cough.’ 


For the bronchospasm of acute and chronic asthma, 
e mphyse mda, and br hi It , Elixophyllin provides prompt, sustained relief 


without undesirable effects of other medications such as: sympathomimetic 
stimulation, barbiturate depression, or suppression of adrenal function. This 


oral theophylline therapy is virtually free from gastric side effects. 


DOSAGE: For acute attacks, a single dose 
of 75 cc. for adults, or 0.5 cc. per Ib. body 
weight for children. 


For chronic symptoms, doses at 8-hour in- 
tervals (before breakfast, at 3 P.M., and be- 


fore retiring) in amounts as follows: for 
adults—45 cc. doses first two days, gradu- 
ally reduce to 30 cc. doses; for children— 
doses of 0.3 cc. per Ib. body weight for first 
two days, gradually reduce to 0.2 cc. per Ib. 
body weight. 


Each tablespoonful (15 cc.) contains: theophylline 80 mg. (equivalent to 100 mg. 
aminophylline) in a special hydroalcoholic vehicle assuring rapid, dependable 


absorption (alcohol 20% ). 


3. Spielman, 
i et al.: Am. J 


M. 6:338, 1959. 6. MacLaren, 
7. Bickerman, H. A. 
tion, June 1959. 


3. Kessler, 
Ann. Allergy 16:312, 1958. 5. a a D. E.: Antibiotic 
: To be published. 


fherman Laboratories 


Detroit 11, Michigan 
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provide 
PROTECTION— 
th the 


— Neo-Synepnrine HC!, 5 mg. — first choice in’ decor 
PROTECTION from Aches, Fever 
— Acetaminophen, 150 mg. —- modern 
- PROTECTION from Allergic Symptoms 
—Thenfadi!l® HCI, 7.5 me. - effective 


PROTECTION from 


— Caffeine, 15 mg. — 


.DOSABER Adults? tablets three times 


1 ta 
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action: 


DOSAGE: 
ONE TABLET. 9°OR 4 TIMES Daicy 


ya 


QUESTION: 


What have authorities reported as to 
the efficacy of Fiorinal in 
tension headache? 


ANSWERS: 


From the published reports of 
leading clinicians. 


“The most effective 

symptomatic medica- 

tion in the treatment 

ae of tension headache 

oe have been several 

analgesic and seda- 

tive combinations. 

One of the most 

effective is Fiorinal, 

which yielded relief in two out of 

three patients.” (Friedman, A. P., 

von Storch, T. J. C. and Merritt, H. 
H.: Neurology 4:7738, Oct. 1954.) 


“In the treatment of * - 

tension headaches... 
cotic action] offers a 
better opportunity 
for relief than some SS 
usually prescribed | 
non-narcotic analges- 

ics.” (Weisman, S. J.: Am. Pract. & 
Digest. Treat. 6:1019, July 1955.) 


“Fiorinal appears to 
be one of the most 
useful preparations to 
date for the relief of 
tension headaches. 
Easing of the head 
discomfort was accom- 
plished by one or two 
tablets without any unpleasant side 
effects such as drowsiness or gastric 
upsets. In many cases Fiorinal 
appeared to temporarily relieve the 
discomfort from sinus trouble or 
acute respiratory infections.’’ 
(Kibbe, M. H.: Dis. Nerv. System 
16:77, March 1955.) 


specific therapy 


relieves pain, muscle spasm, nervous tension 


rapid action + non-narcotic + economical 


FIORINAL TABLETS 

Each tablet contains: 

Sandoptal (Allylbarbituric acid N.F.X) 
50 mg. (% gr.), caffeine 40 mg. (2% gr.), 
acetylsalicylic acid 200 mg. (3 gr.), 
acetophenetidin 130 mg. (2 gr.). 
Dosage: 1 or 2 tablets every 4 hours, 
according to need, up to 6 per day. 


SANDOZ 
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varying seve 


weight loss 


increased potency—without corresponding increase in side effect 


/ 
é 
f 
HYDROCHLOROTHIAZIDE 


Sackner, M. A., Wallack, A. A. and Bellet, $.: Am. J. M. Se. 
237:575, (May) 1959. 


“The severity of the congestive 


heart failure ...was as follows: 


Class IV (9 patients), Class III 
(5 patients), and Class II (1 pa- 


99 


tient).”. . “Weight loss ranged 


from 4 to 45 pounds over a period 
of 3 to 17 days with an average 


of 2.4 pounds a day.” 


DOSAGE: One or two 50 mg. tablets of HyDRODIURIL once or 
twice a day. 


SUPPLIED: 25 mg. and 50 mg. scored tablets HyDRODIURIL 
(Hydrochlorothiazide) in bottles of 100 and 1,000. 


HYDRODIURIL is a trademark of Merck & Co., INc. 


Additional information on HYDRODIURIL is available to the 
physician on request. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc. Philadelphia 1, Pa. 


S | 
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effectively 
with 


Prompt and more dependable control of 
virtually all diarrheas can be achieved with the 
comprehensive DONNAGEL formula, which pro- 
vides adsorbent, demulcent, antispasmodic and 
sedative effects—with or without an antibiotic. 
Early re-establishment of normal bowel 
function is assured—for all ages, in all seasons. 


DONNAGEL WITH NEOMYCIN 


o win IN eomycin 


DONNAGEL: In each 30 ce. (1 fi. oz.): 


Kaolin (90 g.).............cc0008 6.0 Gm. 
CR 142.8 mg. 
Hyoscyamine sulfate ........ 0.1037 mg. 
Atropine sulfate ................ 0.0194 mg. 
Hyoscine hydrobromide ....0.0065 mg. 
Phenobarbital (14 gr.)........ 16.2 mg. 


Same formula, plus 
Neomycin sulfate .............. 300 mg. 
(Equal to neomycin base, 210 mg.) 


A. H. ROBINS CO., INC., Richmond 20, Virginia * éthicat pharmaceuticals of Merit since 1878 
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minim... 


LIQUID /POWDERED 


matches mother’s milk 


in total infant nutrition with a physiologically 
balanced, complete formula — for a clinically smoother 
course of formula feeding 


easier on everyone concerned — because BREMIL-fed 
babies are less subject to commonly occurring problems 
such as digestive upset, diaper rash, perianal dermatitis, 
and hyperirritability (only liquid formula food with a 
guaranteed standardized physiologic Ca:P ratio of 1% :1) 


efficient, well utilized protein, patterned on mother’s milk, 
encourages excellent growth but helps avoid excessive renal 
solute load, thus guarding against stress-induced dehydration 
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Standard Dilution: 

Liquid — 1:1 with water. 
13-fl.oz. tins. 

Powdered — 1 level measure 


to 2 fl.oz. hot water. 
1-lb. tins. 


PHARMACEUTICAL DIVISION 
350 Madison Avenue New York 17, N.Y. 
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METRAZOL 


reactivates the geriatric patient 


METRAZOL. 


reactivates the convalescent 


METRAZOL 


reactivates the fatigued 


for the geriatric patient 
— 2 tablets or teaspoonfuls, three times daily. 


for the convalescent and the fatigued 


— 1 or 2 tablets or teaspoonfuls, three times daily. 


dosage 


METRAZOL Tablets 
each tablet contains 100 mg. METRAZOL 


METRAZOL Liquidum 


each teaspoonful (5 cc.) contains 100 mg. METRAZOL 
and 1 mg. thiamine. 


availability — for those patients who need additional vitamins — 


Vita-METRAZOL Elixir 


each teaspoonful (5 cc.) contains 100 mg. METRAZOL, 
10 mg. niacinamide, 1 mg. each of thiamine, ribo- 
flavin, pyridoxine, and 2 mg. d-panthenol. 


Vita-METRAZOL Tablets 


each tablet, in addition to the above, contains 25 
mg. vitamin C. 


METRAZOL® brand of pentylenetetrazol, E. Bilhuber, Inc. 


packaging KNOLL PHARMACEUTICAL COMPANY 


Tablets in 100’s and 500’s. Liquid ‘ 
(formerty Bilhuber-Knoll Corp.) 


per 
alcoholic solution) in pints. Orange, New Jersey 
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established starting point 
for individualized management 
of cow’s muk sensitivity 


MULL-SOY. 


LIQUID /POWDERED 


Since food allergy creates clinical problems requiring individ- 
ualized management, the disadvantages of a ‘‘fixed'’’ formula 
are apparent. MULL-SOY, however, provides all the manage- 
ment flexibility of evaporated milk, and may be used in the 
same way. 


Type and quantity of carbohydrate — and degree of dilution — 
can be adjusted to the needs of each case. Yet MULL-SOY 
assures well tolerated protein for good growth, a fat content 
high in linoleic and the other important unsaturated fatty acids, 
and dependable relief from milk-allergy manifestations such 
as eczema, asthma, persistent rhinitis, hyperirritability, colic, 
diarrhea, vomiting (pylorospasm), and nasal stuffiness. 


Other essential nutrients such as vitamins A, D, C, the B vita- 
mins, and iron should be added to the diet at the physician's 
discretion. 


Liquid — 1514-fl.oz. tins; Powdered — 1-Ib. tins. 


J PHARMACEUTICAL DIVISION 
4 350 Madison Avenue New York 17, N. Y. 
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now! liquid 
aa tetracycline in 
premeasured 


Phosphate Potentiated Tetracycline Aqueous Drops 
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20 mg. of tetracycline/Ib. of body weight. Thus for a child 
weighing from 20 to 40 pounds, one Pressule q.i.d. will be 
sufficient for the vast majority of infections. For children 
weighing more than 40 pounds, give 2 or -‘more Sumycin 
Pressules q.i.d., according to body weight, or Sumycin 
‘Syrup. For infarits under 20 pounds, administer Sumycin 
Aqueous Drops. supPLIED: Sumycin Syrup, a fruit flavored 
aqueous suspension, buffered with potassium metaphos- 
phate, containing tetracycline equivalent to 125 mg. tet- 
racycline. HCl per 5 cc., and Sumycin Aqueous Drops, a 
fruit flavored aqueous suspension, buffered with potassium 
metaphosphate, containing tetracycline equivalent to 100 
mg. tetracycline HCl per cc. SQUIBB 2s, Squibb Quality — the 

Priceless Ingredient 


f the ee you prescrib 


in Pessules are de fies 
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THE CLINICAL STUDY’: 
Treatment of obesity. 


THE PATIENTS: 

34 patients, ages 14 to 67, 

male and female, on high-protein, 
low-—carbohydrate diets. 


THE DOSAGE: 
10 or -i5 orally; 
once daily, in the morning. 


THE RESULTS: - 
Average weight loss of 11.7 lbs. 
for all patients, treatment rang- 
ing from one week to 53 months. 
Only two patients failed to lose 
weight. | 


THE RECORD: | 
Basal metabolisms and blood and : 
urine pictures were normal both 
before and after treatment. Only 

three patients reported side 

reactions, and these were transient. 


THE DRUG: 


DESOXYN Gradumet 


(METHAMPHETAMINE HYDROCHLORIDE IN LONG-RELEASE DOSE FORM,* ABBOTT) 


All-—day appetite control from a single oral dose 5, 10 or 15 mg. 


1Goldstein, Ethyl Y., Boston, Mass. ; ABBOTT 
communication to Medical Department, 
Abbott Laboratories, Sept. 8, 1959. 


PATENT APPLIED FOR. 001196 
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For a salutary lowering of 
high blood pressure 


effective 
salutensive agent 


saluretic and antihypertensive 


sustained-action hydroflumethiazide ‘Bristol’ 


As an antihypertensive: 
“a distinct advantage in the manifestations of 
hypertension”?! 


...a superior foundation drug (hydroflumethiazide) 
for an antihypertensive regimen . . . often the only drug 
required for effective therapy.':? 

...in other cases, enhances the antihypertensive effects 
of concurrently administered tranquilizers and gang- 
lionic blockers (usually permitting smaller dosage) .:?-* 
... helps to restore “dry weight” while lowering blood 
pressure.* 


As a saluretic: 
“a marked advancement in the field of diuretic 
therapy”* 


... prompt sodium excretion,’ with “a duration of at 
least 18 hours” on a single 50-mg. tablet.' 
...less potassium and bicarbonate excretion or pH 


change than with chlorothiazide or hydrochlorothiaz- 
ide.-4-5.7,8,9, 11,12 


... Well “repetitively effective.” 


INDICATIONS: Hypertension and hypertensive cardiovascular disease : 
Effective by itself in many cases. Also as an adjunct for potentiating 
other antihypertensive drugs, reducing dosage of other drugs, and sim- 
plifying over-all management. 

Edema: associated with cardiac or renal insufficiency, hepatic cirrhosis, 
pregnancy, premenstrual syndrome, or steroid administration. 


DOSAGE: Usually 1 tablet daily. Full information in package insert. 


SUPPLY: Scored 50-mg. tablets; bottles of 50. Syrup, containing 50 mg. 
per 5-ml. teaspoonful; bottles of 8 fl. oz. 
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BRISTOL LABORATORIES, SYRACUSE, N. Y. 
Division of Bristol-Myers Co. 
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IMAGINE STOPPING A GIANT PLANE 
TRAVELING AT 300 MILES AN HOUR, 
IN ITS OWN LENGTH 
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4 NEW 
unique action of 


traps, 
te 
freezes, 
immobilizes sperm ! 

within '/, second 
of contact, 
\ 

m before traveling 
20 microns 
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‘MMOLIN Vaginal Cream-Jel matrix as a viable sperm “freezes,” 
weakens and dies—within % second— before it has traveled 20 
microns. These photomicrographs, taken through a phase-contrast 
microscope and enlarged 600 times, are the first ever obtained of a 


single sperm. 


1, TRAPPED —This highly motile and viable sperm 


becomes nonrepro- 
ductive the instant it contacts the outer edge of the IMMOLIN 


Cream-Jel matrix. 


2. WEAKENED — Devitalized, and no longer motile, the sperm swerves 
from its line of travel and is pulled aside by the spreading matrix. 


3. KILLED and BURIED — Motion stops, whiplash ceases as the sperm 
succumbs to the matrix. The dead sperm is trapped deep in the 


impenetrable IMMOLIN matrix. 


for use without diaphragm 


VAGINAL CREAM-JEL matrix 


SIMPLICITY, EFFECTIVENESS, DEPENDABIL- 
ITY—IMMOLIN Cream-Jel offers effective con- 
ception control to patients who want security 
without use of a diaphragm. Esthetically ele- 
gant, IMMOLIN Cream-Jel acts swiftly, gently 
and with finality. On contact with the matrix, 
spermatozoa are trapped and killed. 


EXTENSIVE 28-MONTH CLINICAL STUDY 
DEMONSTRATES EXTREMELY LOW PREG- 
NANCY RATE —A rate of 2.01 per hundred 
woman-years of exposure is reported’ in 101 
fertile, married women relying exclusively on 
IMMOLIN Cream-Jel. There were no unplanned 
pregnancies among women using IMMOLIN 
Vaginal Cream-Jel for six months or longer. 
“This extremely low pregnancy rate indicates 
that Immolin cream-jel used without an occlu- 
sive device is an efficient and dependable 
contraceptive.” 


COMBINES BEST FEATURES OF CREAM AND 
JELLY— Snowy white, odorless IMMOLIN 
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Cream-Jel combines the soft, pleasant emollience 
of a cream with the smoothness of a jelly, yet mini- 
mizes overlubrication and leakage—increases “mo- 
tivation” to use faithfully. 


Supplied: #900 Pack- 
age—75 gram tube with 
improved measured § 
dose applicator and at- 
tractive, zippered plas- 
tic case. 

#905 Package — 

75 gram tube only. 


Goldstein, L. Z.: 

10:133 19 1987, 
Active ingredients: Methoxy- 
polyoxyethyleneglyco!l 550 
laurate Nonyiphenoxy- 
polyethoxyethano! 1%. 
IMMOLIN is a registered trade- 
mark of Julius Schmid, Inc. 


JULIUS SCHMID, INC. 
423 West 55th Street, New York 19, N. Y. 
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on? 


another patient with hypertensi 


indicated effective 
in all degrees by itself in most 
of hypertension hypertensives 


with RESERPINE 


¢ 


HYDROPRES can be used: 


a/one (in most patients, HYDROPRES is the only antihypertensive medication needed.) 


> as basic therapy, adding other drugs if necessary (Should other antihypertensive 
agents need to be added, they can be given in much lower than usual dosage so that their side effects are 


often strikingly reduced.) 


> as replacement therapy, in patients now treated with other drugs (in patients 
treated with rauwolfia or its derivatives, HYDROPRES can produce a greater antihypertensive effect. More- 
over, HYDROPRES is less likely to cause side effects characteristic of rauwolfia, since the required dosage 
of reserpine is usually less when given in combination with HydroDIURIL than when given alone.) 


HYDROPRES-25 HYDROPRES-50 


25 mg. HydroDIURIL, 0.125 mg. reserpine. 50 mg. HydroDIURIL, 0.125 mg. reserpine. 
One tablet one to four times a day. One tabiet one or two times a day. 


If the patient is receiving ganglion blocking drugs or hydralazine, 
their dosage must be cut in half when HYDROPRES is added. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 
mQo MERCK SHARP & DOHME, DiviSION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


ano ARE OF MERCK & CO., INC. 
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depress 


nxi- 
sleeps 


lieved and her a: 


is re 
calmed. She eats well 
well, and can return to her normal activities. 


pression 


nsion 


An emotionally balanced patient 
Thanks to your treatment and the help of 


Deprol, her de 
ety and te 


| f 
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calms anxiety! 


Deprol helps balance the mood 
| by lifting depression as it 
scalms related anxiety 


No “seesaw”’ effect of amphetamine- 


barbiturates and energizers 

While amphetamines and energizers may stimu- ace 

late the patient—they often aggravate anxiety and | 

combinations may counteract excessive stimu- TS CL 

lation—they often deepen depression. 
In contrast to such “seesaw” effects, Deprol ay: AN NxieTY 

lifts depression as it calms anxiety—both at the ; » 

same time. 


untested drugs 


Deprol does not produce hypotension, liver dam- 
age, psychotic reactions or changes in sexual 
function. 


BIBLIOGRAPHY: 1. Ai der, L.: Ch of Use 
of with (2 ) 
hydrochloride. J.A.M.A. 166:1019, March 1, 1958. 2. Bateman, J. C. and 
Cariton, H. N.: Deprol as adjunctive therapy for patients with advanced 
cancer. Antibiotic Med. & Clin. Therapy. In press, 1959. 3. Bell, J. L., Tauber, 
H., Santy, A. and Pulito, F.: Treatment of depressive states in office practice. 
Dis. Nerv. System 20:263, June 1959. 4, McClure, C. W., Papas, P. N., 
Speare, G. S., Paimer, E., Slattery, J. J., Konefal, S. H., Henken, 8. S., 
Wood, C. A. and Ceresia, G. 8.: Treatment of depression—New technics and 
therapy. Am. Pract. & Digest Treat. In press, 1959. 5. Pennington, V. M.: 
Meprobamate-benactyzine (Depro!) in the treatment of chronic brain syndrome, 
Schizophrenia and senility. J. Am. Geriatrics Soc. 7:656, Aug. 1959. 6, Rickels, 
K. and Ewing, J. H.: Deprol in depressive conditions. Dis. Nerv. System 20:364, 
(Section One), Aug. 1959. 7. Ruchwarger, A.: Use of Depro! (meprobamate 


bined with b ide) in the office treatment of depression. 
M. Ann. District of Columbia 28: 438, Aug. 1959. 8. Settel, E.: Treatment 
of depression in the elderly with a 
combination. Antibiotic Med. & Clin. Therapy. In press, 1959. 


AMPHETAMINES AMPHETAMINE- 


A® AND ENERGIZERS BARBITURATE 
= 3 may stimulate the combinations may 
es patient, but often control overstimula- 
: increase anxiety and tion but may deepen 

tension. depression. 


DOSAGE: Usual starting dose is 1 tablet q.i.d. When neces- 
sary, this may be gradually increased up to 3 tablets q.i.d. 
COMPOSITION: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 

SUPPLIED: Bottles of 50 light-pink, scored tablets. Write A 
for literature and samples. i WALLACE LABORATORIES / New Brunswick, N. J. 
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Now 
in inflammatory anorectal disorders . . . 


The Promise of Greater Relief 


the first suppository to contain 
hydrocortisone for effective control of proctitis 


e Proctitis accompanying ulcerative colitis 

e Radiation proctitis 

e Postoperative scar tissue with inflammatory reaction 
e Acute and chronic nonspecific proctitis 

e Acute internal hemorrhoids 

e Medication proctitis 

e Cryptitis 


mg. equiv. total alkaloids), 
3 mg. ephedrine sulfate, Rectal Suppositories with Hydrocortisone, Wyeth 


Supplied: Suppositories, ® 
boxes of 12. Each supposi- 
tory contains 10 mg. hydro- 
cortisone acetate, 15 mg. 
extract belladonna (0.19 


zine oxide, boric acid, bis- 


muth oxyiodide, bismuth x 
subcarbonate, and balsam , Philadelphia 1, Pa. 
peru in an oleaginous base. 


Volume XXI, Number 2 G? 


| 

Ulcerative Colitis Radiation Proctitis IT 
10 
| IT 
BE 
YE 
FAS 
BEC 
YE 
VIT 
362 
01960 


IT WILL STAND UP ALONGSIDE THE 
l(OLGHEST SUGAR COATING MADE. 
YET, IT CUTS BULK UP TO 30%. 


iT ACTUALLY RESISTS DETERIORATION 
BETTER THAN MOST SUGAR COATINGS. 
YET, IT WILL DISSOLVE 

FASTER IN THE STOMACH. 


T'S SO THIN IT PRACTICALLY 
BECOMES THE TABLET ITSELF. 
YET, IT SEALS IN ALL 

VITAMIN ODORS AND TASTE. 


FILM=SEALED TABLETS, ABBOTT; 0010314 
61960 assorr LABORATORIES, NORTH CHICAGO, ILLINOIS 


Above: Filmtab Optilets, seconds after being immersed in a test beaker of 
gastric and intestinal fluids. Note that disintegration has already started. 


It’s not too hard to engineer a tablet coating that will stand up 
against a battery of control tests. The trick is to make it so that 
it will still dissolve on schedule in the body. 


That’s one of the unusual things about Filmtab, Abbott’s anhydrous 
film coating process. The Filmtab coating is micro-thin — but it will 
take all the tests for durability and climate as well as, or better than, 
most sugar coatings. Yet, it will dissolve almost immediately in the 
body. It won’t chip or break. It seals in odors. It cuts the size of 
the tablet. 


Is all this so important? Well, the formula is the big thing, of course. 
But the little things sometimes are the nice things. They make vita- 
min-taking that much pleasanter. And you don’t pay a 

penny extra for them . . . with “Vitamins by Abbott.” ae 
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(tims) DAYALETS® TABLE BOTTLE 
(100’S); BOTTLES OF 50 & 250 
DAY ALETS-M® 

APOTHECARY BOTTLES 100 & 250 


You can get 
a full line of 
“Vitamins by Abbott” 
in Table Bottles... 


OPTILETS® 

(filma) OPTILETS-M® 

TABLE BOTTLES OF 30 & 100. 
BOTTLES OF 1000. 


at no extra cost 


(times) SUR-BEX® with C 
TABLE BOTTLE OF 60. 
BOTTLES OF 

100, 500 & 1000. 


Two extra-potent maintenance formu- 
las; ideal for those who are “‘run- 
down” nutritionally, or as prophy- 
laxis for those on a restricted diet. 


each Filmtab DAYALETS represents: 


3 mg. (10,000 units) 
25 mcg. (1000 units) 
Thiamine Mononitrate............... 5 mg. 
Pyridoxine Hydrochloride. ........... 2mg. 
Vitamin B12 
(as cobalamin concentrate)........ 2 mcg. 
- Calcium Pantothenate............... 5mg. 
100 mg. 


Dosage: Just one Filmtab daily for prophy- 
laxis; two or more daily for therapeutic effect. 


each DAYALETS-M represents all of 
Dayalets’ vitamins, plus the following: 


10 mg. 
5 Copper (as sulfate).................. 1 mg. 
, lodine (as calcium iodate)......... 0.15 mg. 
Cobalt (as sulfate)... ............. 0.1 mg. 
Manganese (as sulfate).............. 1. mg. 
; Magnesium (as oxide)............... 5 mg. 

Potassium (as sulfate)............... 51mg. 


. 1.5 mg. 
Molybdenum (as sodium molybdate). 0.2 mg. 
Dosage: One Filmtab daily, or as directed 
by physician. 


Therapeutic formulas for the more 
severe deficiencies — excellent for use 
when bodily requirements are increas- 
ed, as in periods of illness or infection. 


each OPTILETS Filmtab represents: 


ee 7.5 mg. (25,000 units) 
Vitamin D............. 25 meg. (1000 units) 
Thiamine Hydrochlioride............ 10 mg. 
Pyridoxine Hydrochloride..........:. 5 mg. 
Vitamin B12 

(as cobalamin concentrate)........ 6 mcg. 
Calcium Pantothenate.............. 20 mg. 


Dosage: One or two Filmtabs daily, or as 
directed by the physician. 


each OPTILETS-M represents all the vita- 
mins of Optilets, plus the following: 


10 mg. 
Copper (as sulfate).................. 1 mg. 
lodone (as calcium iodate)........ 0.15 mg. 
Manganese (as sulfate).............. 1 mg. 
Magnesium (as oxide)............... 5 mg. 
Potassium (as sulfate)............... 5 mg. 


Molybdenum (as sodium molybdate). 0.2 mg, 
Dosage: One or two Filmtabs daily, as di- 
rected by physician. 


The therapeutic B-complex formula 
with vitamin C . . . especially useful 
after illness or in pre- and post- 


surgical situations. 


each SUR-BEX WITH C Filmtab 


represents: 

Thiamine Mononitrate............... 6 mg. An 


Pyridoxine Hydrochloride. ........... 

2 
(as cobalamin concentrate) 

Calcium Pantothenate.............. 


Desiccated Liver, N.F.............. 300 mg. 
Brewer's Yeast, Dried............. 150 mg. 


Dosage: As a dietary supplement, 
Filmtabs daily; in convalescence, 2 or 
Filmtabs daily. 


1 or2 


more 
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Low 
back pain/ 
sprain 


mo. m Analgesics alone merely mask pain. 

Medaprin adds Medrol* to 

mg. (suppress the inflammation that causes 
the pain and stiffness. Thus, to the 
direct relief of musculoskeletal pain, 


Medaprin 


adds restoration of function. 
Medaprin is supplied in bottles of 100 

and 500 tablets, each containing: 300 mg. 
xetylsalicylic acid for prompt relief 

of pain; 1 mg. Medrol to suppress the 
tausative inflammation; 200 mg. calcium 
tarbonate as buffer. 
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“Wademark, Reg. U. S. Pat. Off. — methyiprednisolone, Upjohn 
Nrademark 


Upjohn THE UPJOHN COMPANY 
KALAMAZOO, MICHIGAN 
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CITRUS BIOFLAVONOIDS 


W hen 
capillary 
or other 
vascular 
damage 
accompanies 
stress 
conditions 


Hesperidin, Hesperidin Methyl Chalcone, or Lemon Bioflavonoid Complex are 
prescribed as therapeutic adjuncts for control of vascular and capillary damage 
and abnormal cellular metabolism associated with many stress conditions. 


These stress conditions may result from nutritional deficiencies, 
environment, drugs, chemicals, toxins, virus or infection. 


SUNKIST AND EXCHANGE BRAND Hesperidins and Lemon Bioflavonoid 
Complex are available to the medical profession in specialty 
formulations developed by leading pharmaceutical manufacturers. 


Sunkist Growers 


PRODUCTS SALES DEPARTMENT * PHARMACEUTICAL DIVISION 
Ontario, California 
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Maintenance 


of 
Capillary 
Integrity 


Incidence of impaired capillary 
function is more frequent than 
previously recognized. Many pub- 
lications indicate the frequency 
of increased capillary weakness 
ranges from 16% to as high as 
80% of patients examined (1-4). 


Reports show older people have a 
high incidence of capillary fragil- 
ity (6). In a group of 111 patients, 
capillary weakness was noted to 
be greatest in the fifth and sixth 
decades (5). 


Hypertensives (7, 8, 9) and those 
with chronic diseases such as arte- 
riosclerosis, diabetes and rheuma- 
toid arthritis, have shown varying 
degrees of capillary involvement. 
Hemorrhagic conditions of the 
brain and heart have shown local- 
ized injury in the capillary (10, 11). 
Capillary fragility has been shown 
to be associated with many bacte- 
rial, viral and inflammatory dis- 
eases (12-23). 


February 1960 


Various bioflavonoid materials 
have been evaluated for their 
effect upon the capillary. Degree 
of fragility has been determined 
by numerous procedures (24-30). 


The therapeutic rationale of com- 
bining Hesperidin or other citrus 
bioflavonoids with ascorbic acid or 
other therapeutic agents is based 
on the premise that capillary weak- 
ness may be a contributing factor 
to the disease state and that capil- 
lary integrity should be main- 
tained. Citrus bioflavonoids in 
conjunction with ascorbic acid 
appear to enhance the efficacy of 
other therapy, and help control 
such factors as infection, stress and 
nutritional deficiency even in cases 
not showing capillary weakness. 


NOTE: For bibliography (B-701) 
write Sunkist Growers, Pharma- 
ceutical Division, 720 E. Sunkist 
Street, Ontario, California. 
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(brand of ferroglycine sulfate complex) 


ferronord 


Ferronord is so well tolerated that it may be given between mea's. 
This is a great advantage—for two reasons. It saves the “iron- 
intolerant” patient the misery of gastric irritation, cramps aid 
the other usual iron side effects. And the between-meal admin s- 
tration of Ferronord means greater utilization of thisiron thera vy 
because there is less interference with its gastric absorption. I or 
your patients, these advantages are simply attained becat se 
Ferronord is as easy to prescribe as it is for patients to tol ee 
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ferronord 


solves the old problems of oral iron therapy 


\ 
Previous problem: Ferronord solution: 4 
Oral forms didn’t give 5 times greater absorption I 
high enough absorption than ferrous sulfate’ 
Older oral forms too slow Elevates serum iron in 3 hours;' | 
in eliciting response maximum reticulocyte response q 


in 5 to 9 days* 
Older oral forms produced gastric 


upset, nausea, flatulence, Side effects “extremely rare” ;* I 
constipation, etc., unless given 95-98% of patients previously | 
with meals. But meals intolerant are Ferronord- | 
3, interfere with iron absorption. tolerant.’ 
DOSAGE SCHEDULE Feldman, H. S., and 
d For prophylaxis (as in pregnancy) ancy, J. B.: riatrics 13:517 (Aug.) 
1-2 Ferronord Tablets (or 1-2ec. Liquid) New England J Med, Chale 
o.d. or b.i.d. 1957. 3. Clancy, J.B.: Am. Pract. & Digest 
For mild to moderate anemias Treat. 8:1948 (Dec.) 1957. 
y 1 Ferronord Tablet (or 1cc. Liquid) tid. —brand of ferrogtvcine suitate complex, 
: U. 8. Patent No. 2877263 
For severe anemias 
2 Ferronord Tablets (or 2 cc. Liquid) t.i.d. NORDSON 
3€ SUPPLY : Tablets, bottles of 100; Liquid, 60 ce. PHARMACEUTICAL 
bottles with calibrated droppers. Each tablet LABORATORIES, INC. | 


€, (or cc.) contains 40 mg. of elemental iron. Irvington, New Jersey 
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Night call 


The man on the ’phone is Terry Vardaman. Maybe 
you know him. The chances are good that you do if 
you’re a physician in or around Birmingham, 
Alabama. Hunter, fisherman, flower hobbyist, and 
Wyeth Territory Manager, Vardaman has been 

on the job there for most of his working life. 


It’s a job that takes him from G.P.’s to Board 
specialists, from country lanes to office buildings, 
wherever in his territory doctors practice. Often, 
after hours, the job follows him home by telephone. 
Emergency shipments. Requests for literature. 
Inquiries about reaction potentials. Questions 

of chemistry. 


A physician has just asked whether the phenothiazines 
can interfere with urinary tests. Vardaman has 

the answer, thanks to a continuing program 

of information from the Wyeth Medical 

Department: no interference with the common 

tests for sugar and acetone; probable interference 
with one of the tests for protein. 


Vardaman’s job is to forward information. Like all 
Wyeth representatives, he encourages his doctors to 
call him any time. They know he either has the 

facts or can get them promptly. Service to medicine 
is like this. It’s been a habit with Wyeth since 1860. 


Wyeth Laboratories, Philadelphia 1, Pa. 


A Century of Service to Medicine 
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For additional information, write Professional Services, Merck Sharp & Dohme, West Point,Pa- = ¢ 


“... aS a More prompt, more potent and more prolonged 
effect than the vitamin K analogues. ... Its reliability in 
treating undue hypoprothrombinemia from anticoagulant 
therapy is of particular importance. [Mephyton] can be 
depended on to reverse anticoagulant-induced hypopro- 
thrombinemia to safe levels whether bleeding is only 
potential or actually has occurred.” 


Council on Drugs: New and Nonofficia! Drugs, 
Philadeiphia, J. B. Lippincott Co., 1959, p. 661. 


Supply: Tablets 5 mg.; bottles of 100. Emulsion, 1-cc. ampuls 
containing 10 mg. and 50 mg. per cc.; boxes of 6 ampuls. 


MEPHYTON 1S A TRADEMARK OF MERCK & CO., INC. 


| (isk MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc. PHILADELPHIA 1, PA. 
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So you’ve given her the news she’s been 
. waiting to hear. And fixed her up with a new 
t ere S regimen. What then, Doctor? That isn’t the 


a pr am end of it, is it? m More often than not, your 


pregnant patient will be in need of added 


mal h e r nutritional support. This is when you might 
consider new Pramilets. Each Pramilets 


future, Filmtab is rich in phosphorus-free calcium, 
iron, plus those other nutrients so important when the maternal 
nutritional reserves are to be taxed. m In prescribing Pramilets, 
you're not only giving the mother-to-be everything h 1] 
she needs inaprenatal supplement—you Tre giving her S eC 

the easiest dosage schedule imaginable, just one a day ne eC 
inmany cases. Pramilets, pink and pretty, 


| ® 
in slim, graceful Table Bottles of 100. Prami ets 


Comprehensive vitamin-mineral sup- 
port with just 1 Filmtab c 


ABBOTT 
Pramilets—Abbott’s Phosphorus-free Prenatal Supplement. 
Filmtab—Film-sealed Tablets, Abbott; U.S. Pat. No. 2,881,085. 


376 Volume XXI, Number 2 GP 


¥ 
ay — — 
4 
x 
= 
002202 


Kite among all whole-grain cereals 


Quaker Oats and Mother’s 
Oats, the two brands of 
oatmeal offered by The 
Quaker Oats Company, are 
identical. Both brands are 
available in the Quick 
(cooks in one minute) and 
the Old-Fashioned vari- 
eties which are of equal 
nutrient value. 


Not all dietary protein is applicable to growth pro- 
motion with the same degree of efficacy. The quantity 
of protein ingested is important; however, the quality 
is even more important in growth applicability. Qual- 
ity of protein is determined largely by two factors: 
Total protein value, * and the protein efficiency ratio. ** 
Oatmeal protein ranks highest in growth promotion 
because both these criteria of quality exceed those of 
all other whole-grain cereals. 

The customary oatmeal-and-milk serving (34 cup 
cooked oatmeal and 4 fluid ounces milk) provides 
9 grams of protein, more than that provided by any 
other whole-grain cereal with milk. On a qualitative 
basis also, oatmeal protein ranks first among whole- 
grain cereals in total protein value and in protein 
efficiency ratio. 

Excellence in these ratings is due, in a large measure, 
to the close resemblance between the distribution 
pattern of essential amino acids in the oatmeal-and- 
milk protein and the pattern required by the growing 
body. Oatmeal is also noted for iis significant content 
of thiamine and iron, important to physiologic needs. — 

Whether it be for the infant’s first solid feeding, for 
a robust breakfast for healthy children, or for a first- 
choice cereal during therapeutic nutrition, oatmeal can 
be counted upon for its applicability to growth 
promotion. Children love its delicious nut-like flavor, 
its inviting warmth, and its semi-solid texture. 


*Determined by multiplying — value x 
digestibility x nitrogen percenta; 


**The efficiency with which an  ciieieaaae 
animal utilizes each gram of protein consumed. 


The Quaker Oats @mpany 


CHICAGO 
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HELENA RUBINSTEIN. ive. 


EAST HILLS « LONG ISLAND + NEW YORK 


CLINICAL RESEARCH DIVISION 


Dear Doctor: 


Patients frequently ask a professional man his 
considered opinion of hormone face creams. 


During the thirty-year period our hormone creams 

have been on the market, much laboratory and clinical 
data have been accumulated concerning their use. 

We have recently compiled both previously published 
and hitherto unpublished research reports, and we have 
prepared a professional brochure from this material. 


The brochure is especially timely now, and of 
particular interest to you since many of your patients 
will surely be inquiring about a new kind of hormone 
cream, Helena Rubinstein's Ultra Feminine,® the first 
cream with estrogen and progesterone. While 

estrogen creams have been available for years, only 
Ultra Feminine contains both female hormones -= 
estrogen to improve the moisture-holding capacity 

of skin cells and progesterone to improve sebaceous 
gland function. 


We would like you to have our brochure "Effect of 
Topical Female Hormones on the Skin." It contains a 
wealth of information on the safety and effectiveness 
of our new hormone cream and is available upon request. 


Sincerely yours, 
Edward J. Masters, Ph.D. 


Director 
Clinical Research Division 
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Metamine’® Sustained* helps 
you dilate the coronaries 


METAMINE SUSTAINED (triethanolamine trinitrate 
biphosphate, 10 mg., in a unique sustained-release 
tablet) is a potent and exceptionally well tolerated 
coronary vasodilator. Pharmacological studies at 
McGill University demonstrated that METAMINE 
“exerts a more prolonged and as good, if not slightly 
better coronary vasodilator action than nitroglycerin 
... ”! Work at the Pasteur Institute established 
that METAMINE exerts considerably less depressor 
effect than does nitroglycerin.2 Virtually free from 
nitrate side effects (nausea, headache, hypotension), 


Shes. Leeming Ca New York 17, N. Y. 


1 tablet 


all-night 


METAMINE SUSTAINED protects many patients re- 
fractory to other cardiac nitrates,3 and, given b.i.d., is 
ideal medication for the patient with coronary in- 
sufficiency. Bottles of 50 and 500 tablets. Also: 
METAMINE, METAMINE WITH BUTABARBITAL, META- 
MINE WITH BUTABARBITAL SUSTAINED, METAMINE 
SUSTAINED WITH RESERPINE. 

1. Melville, K. I., and Lu, F. C.: Canadian M.A.J., 65:11, 
1951. 2. Bovet, D., and Nitti-Bovet, F.: Arch. Internat. de 


harmacodyn. et therap., 83:367, 1946. 3. Fuller, H. L., and 
assel, L. E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


*Patent applied for 
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PROPERTIES: 


reater inhibitory action 
... lower daily intake than 


other tetracyclines 


A unique new fermentation product of Streptomyces aureofaciens, DECLOMYCIN 
Demethylchlortetracycline achieves notably greater antibiotic activity against infec- 
tions**’*"*'*92°24 hecause of two basic factors: (1) inherent potency, and (2) greater 
stability in most body fluids.'*”"**’ Actual clinical activity has, in many instances, 
been better than expected on the basis of in vitro sensitivity tests.'""""° 


road-spectrum control 
... with far less antibiotic 


Activity levels of DECLOMYCIN Demethylchlortetracycline are higher than 
those of previous broad-spectrum antibiotics. Hardier strains of various organisms 
appear to be somewhat more responsive.‘ Apparently some strains of Pseudo- 
monas, Proteus and A. aerogenes, frequently refractory to therapy, are sensitive to 
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ustained peak activity 
... greater security of control 


Prolonged retention and compatibility of DECLOMYCIN with body fluids pro- 
vides peak activity between doses.'*'’"**’ Inhibition of bacteria is more constant. 


N 

c- 

+ 


9 hours extra 


activity...protection against relapse 


inj = DECLOMYCIN maintains effective antimicrobial action for one to two days after 
stopping dosage.”"* Resurgence of a few viable pathogens, with relapse...and low 
o- J patient defense against secondary bacterial invasion during the first post-therapy 
days... are largely offset. 
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PERFORMANCE 


Susceptibility Tests 


Roberts, M. S., et al.% 
New York, N. Y. 


Tolerance & Toxicity 


Boger, W. P., and Gavin, J. J.? 
Norristown, Pa. 


Gonococcal Infection 


Marmell, M., and Prigot, A.” 
New York, N. Y. 


General Medicine 


Lichter, E. A., and Sobel, S. 
Chicago, Ill. 


Respiratory Infection 


Perry, D. M., et 
Seattle, Wash. 


Various Infections 


Finland, M., et al.? 
Boston, Mass. 


Pyelonephritis 


Vineyard, J. P.,et al.” 
Dallas, Tex. 


Soft Tissue Infection 


Prigot, A., et al.** 
New York, N. Y. 


Pre-treatment sensitivity tests in 75 genitourinary patients showed 
DECLOMYCIN Demethylchlortetracycline to be superior against 
the large majority of organisms and in no instance inferior to tetra- 
cycline. DECLOMYCIN apparently has more effective coverage... 
several strains of Proteus and A. aerogenes responded. 


Administration of the recommended 600 mg. (4 capsules) daily for 
30 days to a small group of elderly patients revealed no hemato- 
logic, hepatic and urinary alteration or other abnormal finding. 
No clinical side effects were observed. 


All except two of 63 patients with acute gonorrhea responded 
promptly to therapy with DECLOMYCIN. Fifteen received 250 
mg. q.i.d. for one day, the remainder received 600 or 750 mg. in 
divided doses over one or two days. No side effects. 


One hundred and sixty-nine patients with various infections 
showed generally equivalent response to four dosage regimens, in- 
cluding the recommended level. Of 29 pneumococcal pneumonias, 
all recovered with 15 afebrile in 48 hours or less — except a few 
patients with preterminal underlying disease. All 42 scarlet fever 
patients recovered with 32 afebrile in 48 hours or less. Other 
— also responded satisfactorily with few exceptions. No 

lood, liver or kidney toxicity found. G.I. side effects occurred in 
only 2 per cent at the recommended dosage, or less, and were 
easily reversible. 


Good or fair response in 24 of 30 cases of acute bacterial pneu- 
monia, and in all of six cases of acute bronchitis. Side effects oc- 
curred at higher dosage but were uniformly absent when dosage 
was limited to 600 mg. per day. 


Eighty patients with various infections were treated with DECLO- 
MYCIN Demethylchlortetracycline and an equal number with 
tetracycline. Therapeutic response was indistinguishable between 
the two groups. However, DECLOMYCIN Demethylchlortetra- 
cycline dosage was much lower (50 to 60 per cent of that of tetra- 
cycline.) In addition, incidence of side effects with demethyl- 
chlortetracycline was only half that experienced with tetracycline. 


Therapy with DECLOMYCIN was successful in 12 of 13 patients 
with pyelonephritis. Sterile cultures were obtained in nine patients 
within six to 14 days. Among the organisms suppressed were strains 
of A. aerogenes, E. coli and paracolon bacillus. In most cases, 
DECLOMYCIN was used jointly with another antibiotic. 


DECLOMYCIN was used alone or auxiliary to surgical measures 
in 150 cases of acute soft tissue infection, mostly ambulatory. Full 
resolution of infection was achieved in all cases, average length of 
treatment being six days. Dosage was 600 or 750 mg. daily. Side 
effects consisted of transitory G.I. disturbances in three cases. 
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Urinary Infection 


Trafton, H. M., and Lind, H. E.* 
Brookline, Mass. 


Antibiotic-Resistant 
Infections 


Compilation of reports of 
210 clinical investigators.“ 


Pediatric Infection 


Fujii, R., et 
Tokyo, Japan 


Pediatric Infection 


Hall, T. 
San Francisco, Cal. 


Pheumonias 


Duke, C. J., et al.5 
Washington, D. C. 


intestinal & 
Respiratory Infection 


Hartman, S. 
Sherman Oaks, Cal. 


BRespiratory Infection 


Feingold, B. 
San Francisco, Cal. 


Various Infections 


Compilation of reports of 
210 clinical investigators. 


MYCIN 


Clinical response was favorable in a majority of 50 cases of urinary 
tract infections with relief of symptoms, elimination, or marked 
reduction, of pyuria and with urine sterilization in some. DECLO- 
MYCIN Demethylchlortetracycline was administered in one-half 
to one-third the daily milligram level of related antibiotics, for 
8 days. 

No significant diarrhea occurred in any case although mild 
nausea and upper G.I. symptoms were fairly common. Photo- 
toxicity occurred in six cases. 


In 570 treated for a great variety of infections, DECLOMYCIN 
was successful in resolving infection or in effecting marked im- 
provement in 81 per cent, after failure of other antibiotics. 


Therapeutic results, elicited in 309 pediatric patients with average 
daily dosage of 15 mg./kg., were equal to those produced by 30 
mg./kg. of buffered tetracycline preparations. Satisfactory results 
were obtained in 75 per cent. No appreciable side effects when 
15 mg./kg./day dosage was not exceeded. 


All eight cases of ophthalmic, respiratory or otic infection re- 
sponded to four to twelve days of DECLOMYCIN therapy (5 
recovered, 2 greatly improved, | improved). One skin reaction, in 
a case receiving the higher trial dosage of 7 mg./Ib. daily, occurred. 


Results were satisfactory in all 32 cases of acute bacterial penu- 
monia, excepting for two caused by non-susceptible organisms. 
Over half had been complicated by pleural, suppurative, bron- 
chial, or underlying structural lung problems. Dosage was low. No 
toxicity found. Acceptance and toleration were excellent. 


Six cases of g.i. infection (diverticulitis, ileitis, colitis) responded 
in three to eight days on the lower milligram intake ...even after 
failure in most with sulfa, neomycin or penicillin-streptomycin. 
Complete recovery was gained in 5 respiratory cases on a shorter 
schedule; another withdrew with occurrence of thrush. No other 
side effects were reported. 


All 13 upper or lower respiratory infections demonstrated very 
good response in 2-3 days on recommended dosage. No side effects 
were reported. 


Of 1,904 patients with adequate follow-up treated for a wide 
diversity of infections, 87 per cent were reported as cured or im- 
proved. Most = received one 150 mg. tablet every 6 hours. 
‘Therapy usually was for three to eight days. Side effects, mostly 
referable to the gastrointestinal tract, occurred in 200 patients. 
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CLOMYCIN 


O 


antibiotic 
design 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: Average adult | cansule 


four times daily. 


PEDIATRIC DROPS, 60 mg./cc. (custard flavor) in 10 cc. bottle with calibrated 
dropper. Dosage: 1-2 drops (3-6 mg.) per pound body weight per day—divided 


into 4 doses. 


ORAL SUSPENSION, 75 mg./5 cc. teaspoonful (custard flavor) in 2 oz. bottle. 
Dosage: 3-6 mg./\lb./day —divided in 4 doses. 


REFERENCES: |. Arbour, E. F.: Clinical report, cited with permission. 

2. Boger, W. P., and Gavin, J. J.: Demethylchlortetracycline: Serum Con- 

centration Studies and Cerebrospinal Fluid Diffusion. Read at Seventh 

Antibiotics Symposium, Washington, D. C., November 5, 1959. 

3. Chavez, Max G.: Therapeutic Evaluation of Demethylchlortetracycline 

in Human Brucellosis. /bid. 

4. Clapper, W. E., and Proper, R.: Sensitivities of Clinical Isolates to 

Demethylchlortetracycline and Tetracycline, and Demethylchlortetra- 

cycline Serum Levels in Patients. To be published. 

5. Duke, C. J.; Katz, S., and Donohoe, R. F.: Demethylchlortetracycline 

in the Treatment of Pneumonia. — at Seventh Antibiotics Symposium, 

Washington, D. C., November 5, 

6. Feingold, B. F.: Clinical report, pe with permission. 

7. Finland, M.; Hirsch, H. A., and Kunin, C. M.: Observations on 

Demethylchlortetracycline. Read at Seventh Antibiotics Symposium, 

Washington, D. C., November 5, 1959 

8. Floyd, R. D., and Anlyan, W. G.: Clinical report, cited with per- 

mission. 

9. Fujii, R.; Ichihashi, H.; Minamitani, M.; Konno, M.; and Ishibashi, 

T.: Clinical Results with Demethylchlortetracycline in Pediatrics and 

Comparative Studies with Other Tetracyclines. Read at Seventh Anti- 

biotics Symposium, Washington, D. C., November 5, 1959. 

10. Garrod, L. P., and Waterworth, P.: The Relative Merits of the Four 

Tetracyclines. 

11. Gates, G. E.: Clinical report, cited with permission. 

12. Hall, T. N.: Clinical report, cited with permission. 

13. Hartman, S. A.: Clinical say cited with permission. 

14. Hirsch, H. A., and Finland, : Antibacterial Activity of Serum of 

Normal Subjects After Oral Doses a Demethylchlortetracycline, Chlorte- 

—— and Oxytetracycline. New England J. Med. 260:1099 (May 28) 
95 

15. Hirsch, H. A.; Kunin, C. M., and Finland, M.: Demethylchlortetracv- 

cline — A New and More Stable Tetracycline Antibiotic That Yields 

Greater and More Sustained Antibacterial Activity. Miinchen med. 

Wchnschr. To be published. 


16. Kanof, N. B., and Blau, S.: Oral Demethylchlortetracycline in the 


Treatment of Pustular Dermatoses. Read = Seventh Antibiotic Sym- 
posium, Washington, D. C., November 6, 1959. 


17. Kunin, C. M.; Dornbush, A. C., and Poe M.: Distribution and 
Excretion of Four Tetracycline Analogues in Normal Men. Ibid. «+ No- 
vember 5, 1959. 
18. Kunin, C. M., and Finland, M.: Demethylchlortetracycline: A New 
Tetracycline Antibiotic That Yields Greater and More Sustained Anti- 
bacterial Activity. New England J..Med. 259:999 (Nov. 20) 1958. 
19. Lichter, E. A., and Sobel, S.: Serum Antimicrobial Activity and 
Clinical Observations in 169 Patients with Demethylchlortetracycline. 

M.A. Arch. Int. Med. To be published 
20. Marmell, M., and Prigot, A.: The Therapeutic Value of Demethy!- 
chlortetracycline in Gonorrhea, Lymphogranuloma Venereum, and Dono- 
vanosis. Read at Seventh Antibiotics Symp m, W: g D. C., 
November 5, 1959. 
21. Meyer, B. S.: Clinical report, cited with permission. 
22. Perry, D. M.; Hall, G. A., and Kirby, W. M. M.: Demethylchlor- 
tetracycline: A Clinical and Laboratory Appraisal. Read at Seventh 
Antibiotics Symposium, Washington, D. C., November 5, 1959. 
23. Phillips, F. M.: DECLOMYCIN: Seventh Interim Report, 
ment of ee a Lederle Laboratories, Pearl River, 

em g 

24. Prigot, A.; Maynard, A. de L.; and Zach, B.: The Treatment of 
Soft Tissue Infections with Demethylchlortetracycline. To be published. 
25. Roberts, M. S.; Seneca, H., and Lattimer, J. K. Demethylchlortetra- 
cycline in Genitourinary Infections. Read at Seventh Antibiotics Sym- 
posium, Washington, D. C., November 5, 1959. 
26. Stewart, J.: Clinical Report, cited with permission. 
27. Sweeney, W. M.: Hardy, S. M.; Dornbush, A. C., and Ruegsegger. 
5. Demethylchlortetracycline: Clinical Comparison of a New 
Antibiotic Compound with Chlortetracycline and Tetracycline. Anti- 
biotics & Chemother. 9:13 (Jan.) 1959. 
28. Trafton, H. M., and Lind, H. E.: Demethylchlortetracycline Effec- 
tiveness and Tolerances in Urinary Tract Infections. To be published. 
29. Vineyard, J. P.; Hogan, J., and Sanford, J. P.: Clinical and Labora- 
tory Evaluation of Demethylchlortetracycline. Read at Seventh Anti- 
biotics Symposium, Washington, D. C., November 5, 1959. 
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STUFFY 


NOSES 


NEED... 


ALCON-EFRIN 


NO STING ----NO BURN----NO IRRITATION 


Alcon-efrin quickly opens stuffy noses 
without sting, burn or irritation and 
without causing drowsiness. Designed 
to do just one thing—restore normal 
breathing passages, Alcon-efrin con- 
tains phenylephrine hydrochloride 


for safe and rapid vasoconstriction 
and benzalkonium chloride as a wet- 
ting agent and preservative. The spe- 
cial saline menstruum is adjusted to 
physiologic pH and tonicity values. 


These Strengths — 


For babies—birth to three 
For children and adults 
For extra stubborn congestion 


Alcon-efrin 12 (0.16% phenylephrine HCl) 
Alcon-efrin 25 (0.25% phenylephrine HCl) 
Alcon-efrin 50 (0.50% phenylephrine HCl) 


For those who prefer a spray bottle Alcon-efrin 25 Nasal Spray 
From Pharmacies throughout the United States 


ALCON LABORATORIES, INC. - FORT WORTH, TEXAS 
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B new advance in tranquilization: 
freater specificity of tranquilizing action results in fewer side effects 


The presence of a thiomethyl radical (S-CH;) is unique in 
Mellaril and could be responsible for the relative absence of 
side effects and greater specificity of psychotherapeutic action. 
This is shown clinically by: 


1 A specificity of action on certain brain sites in 
contrast to the more generalized or “diffuse” 
action of other phenothiazines. This is evidenced - 
by a lack of appreciable anti-emetic effect. 


2 Less “spill-over” action to other brain areas — 


hence, absence of undue sedation, drowsiness or 
autonomic nervous system disturbances. 


MELLARIL 


‘ 
inimal suppression of vomiting 


ittle effect on blood pressure 
d temperature regulation 


3 A notable absence of extrapyramidal stimulation. 


ig suppression of vomiting 


sympathetic 
pening of blood pressure 


emperature regulation 4 Lack of impairment of patient’s normal drive and energy. 


other 
jaundice, photosensitivity, skin eruptions, 
blood forming disorders. 
INDICATION USUAL STARTING DOSE TOTAL DAILY DOSAGE RANGE 
ADULTS: Mental and Emotional Disturbances: 
MILD —where anxiety, apprehension and tension are present 10 mg. t.i.d. 20-60 mg. 
MODERATE— where agitation exists in psychoneuroses, alco- 25 mg. tid. 50-200 mg. 


holism, intractable pain, senility, etc. 


SEVERE — in agitated psychotic states as schizophrenia, manic 
depressive, toxic psychoses, etc.: 


Ambulatory 100 mg. t.i.d. 200-400 mg. 
Hospitalized 100 mg. t.i.d. 200-800 mg. 
CHILDREN: BEHAVIOR PROBLEMS IN CHILDREN 10 mg. tid. 20-40 mg. 


ELLARIL Tablets, 10 mg., 25 mg., 100 mg. 


Mtfeld, A. M.: Scientific Exhibit, American Academy 
General Practice, San Francisco, April 6-9, 1959 
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SANDOZ 


New...conservative treatment 
for muscle and joint disease 


w potent...fast relief in acute conditions 
w safe...even for prolonged use in chronic cases 


low back 
pain 


bursitis «= @ 


strains 
and sprains 


traumatic © 
conditions 


arthritis © 


| myalgias 
| 
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SOMA RELIEVES PAIN in a unique way by modifying central perception of pain 
without abolishing natural defense reflexes. 


SOMA RELAXES MUSCLE SPASM... approximately 8 times more potent than 
meprobamate or mephenesin. 


PHYSICIANS’ 

REPORTS: “Marked pain-relieving effects of the new drug (Soma) were seen in con- 
ditions involving muscle spasm and stiffness, whether acute or chronic. 
Relief from pain was usually rapid and sometimes dramatic.” (90 patients.) 
Kuge, T.: To be published. 


“In 86 per cent of the patients there were excellent or good results.... 
Relief of pain was noted by the patients’ statements, by the diminished 
need for analgesic drugs, and by improved sleep.” (154 patients.) 

Wein, A.B.: The Use of Carisoprodol in Orthopedic Surgery and Rehabilitation. Pro- 
ceedings of the Symposium on the Pharmacology and Clinical Usefulness of 
Carisoprodol. Wayne State University Press, Detroit, 1959, p. 156. 


In a double-blind study, Soma was reported to be “clinically effective to 
a highly significant degree.”” (92 patients.) Cooper, C. D., and Epstein, J. H.: 
The Clinical Evaluation of Carisoprodol by a double-blind technique. Jbid. p. 97. 


Notable safety—extremely low toxicity; no known contraindications; side effects 
are rare; drowsiness may occur, usually at higher dosage 


Fast action—starts to act promptly 


Sustained effect—relief lasts up to 6 hours 
Easy to use—usual adult dose is one 350 mg. tabl et 3 times dai a ni and at at bedtime 


Supplied—as white, coated 350 mg. tablets, bottles of 50. 
Also available for pediatric use: 250 mg. orange capsules, bottles of 50. 


(carisoprodol Wallace) 
The only drug combining analgesia with muscle relaxation in a single molecule 


Bisuiocrapuy: 1. Berger, F. M., Kletzkin, M., ty B. J., Margolin, S. and Powell, L. S.: J. Pharm. Exp. 
Ther. 127:66, (Sept.) 1959. 2. Leake, Ch dings of the Symposium on The Pharmacology 
and Clinical Useful of Cari l, Wayne ton Tatoantay Press. Detroit, 1959. p. 8. 3. Kestler, 
Otto: Ibid. p. 143. 4. Proctor, Richard C.: Ibid. p- 122. 5. Berger, Frank M.: Ibid. p. 25. 6. Goodgold, 
Joseph, Hohmann, Thomas and Tajima, Toshihiro: Ibid. p. 66. 7. Gammon, George D. and Tucker, Samuel: 
Ibid. p. 70. 8. Baird, Henry W. and Menta, Dominic A.: Ibid. p. 85. 9. Cooper, C. David and Epstein, 
Jerome H.; Ibid. p. 97. 10. Korst, Donald R., Gerard, R. W., Miller, James G., Small, Iver F., Graham, I. J- 
and Winkelman, Eugene I.; Ibid. p. 104. 11. Friedman, Arnold P.: Ibid. p. 115. 12. Trimpi, Howard D.: 
Ibid. p. 150. 13. Wein, Arthur B.: Ibid. p. 156. 14. Olds, James and Travis, R. P.: Ibid. p. 39. 15. Hess, 
Eckhard H., Polt, James M. and Goodwin, Elizabeth: Ibid. p. 51. 16. Phelps, Winthrop M.: Ibid. p. 131. 17. 
Spears, Catherine E.: Ibid. p. 138. 18. Hyde, L. P. and Hough, Charles E.: Ibid. p. 166. 19. Spears, Catherine 
E. and Phelps, Winthrop M.: Arch Pediat., 76:287 (July) 1959. 20. Phelps, Winthrop M.: Arch. Pediat., 
76:243, (June) 1959. 21. Friedman, Arnold P.: Paper p d at Scientific Meeting, New York State Society 
of Industrial Medicine, Inc., New York, Sept. 30, 1959. 22. Frankel, Kalman: Ibid. 23. Fransway, Robert L.: 
Ibid. 24. Kuge, T.: Unpublished reports. 


Literature and samples on request. (IMp WaLtace LaBoRATORIES, New Brunswick, New Jersey 
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The test — you might say the acid test — of an anticholinergic is simple: will it protect your 
patient from hyperacidity around the clock, even while he sleeps. The weakness of t.i.d. or 
q.i.d. preparations is well recognized; but even some “b.i.d.” encapsulations may be unre- 
liable. McHardy, for instance, found a “widely variable duration of action, definitely less than 
that anticipated” in the “sustained,” “delayed,” and “gradual release” anticholinergics 
he studied.’ 


COMPARE THE DATA ON ENARAX...the new combination of an inherently long-acting anti- 
cholinergic (oxyphencyclimine) and Atarax, the non-secretory tranquilizer. Note the effective- 
ness of oxyphencyclimine: 


OBSERVE THE OXYPHENCYCLIMINE REPORTS... 


McHardy: “[Oxyphencyclimine] has proved to be an excellent sustained-action anticholin- 
ergic in our study of this agent over a period of eighteen months.” 


Kemp: “...for the majority of patients, one tablet every 12 hours provided adequate — 
control. This characteristic long action...may constitute an advantage of this 
drug as compared to coated ‘long-acting’ preparations of other compounds.”* 


Add Atarax to this 12-hour anticholinergic. The resulting combination—ENARAX—now gives 
relief from emotional stress, in addition to a reduction of spasm and acid. Atarax does not 
stimulate gastric secretion. No serious adverse clinical reaction has ever been documented 
with Atarax. 


LOOK AT THE RESULTS WITH ENARAX**: 


Does the medication you now prescribe assure you of all these benefits? If not, why not put 
your next patient with peptic ulcer or G.I. dysfunction on therapy that does. 


(oxyphencyclimine plus ATARAX®) A SENTRY FOR THE G.I. TRACT 
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“Prolonged periods of achiorhydria” after 10 mg. oxyphencyclimine gq. 12 h.* 
MEAN GRAPH OF GASTRIC ACIDITY IN 4 PATIENTS RECEIVING 
COMPLETE THERAPEUTIC REGIMEN - 24-HOUR STUDY 
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Clinical Diagnosis: Peptic Ulcer—Gastritis —Gastroenter- 
itis—Colitis—Functional Bowel Syndrome—Duodenitis — 
Hiatus Hernia (symptomatic)—Irritable Bowel Syndrome— 
Pylorospasm—Cardiospasm—Biliary Tract Dysfunctions— 


and Dysmenorrhea. 
Clinical Results: Clinically effective in 92% of cases. 


As for Safety: “Side reactions were om. usually 
no more than dryness of the mouth.. 


. 
Each ENARAX tablet contains: 


Oxyphencyclimine HCI oe - 10mg. 
Dosage: One-half to one tablet twice dai he and 
maintenance dose be ad Usted according to 
therapeutic Use with caution in patients ae oo prostatic hyper- 
trophy, and wi ophthalmological supervision only in glaucoma. 
Supplied: in bottles of 60 black-and-white scored tablets. 


References: 1. nny Std Sond et al.: J. Louisiana M. Soc. 111:290 (Aug.) New York 17, N. Y. 
2. conducted at Cook Cou! 


1959. 2. Steigmann, F.: tal, Chi Division, Chas. Pfizer & Co., Inc. 
illinois, in ee 3. Kem met . A. Antibiotic Med. & Clin. ra Science for the Worid’s Well-Being™ 
1 4. Leming, H., Jr.: Clin. Med. 6:423 ( Mar.) 1959. Data 


‘oerig Medical Department files. 
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ORAL PENICILLIN 

with 

INJECTION 

PERFORMANCE 


For both pediatric and adult patients, PEN- VEE K, in either tablet or liquid form, pra 
vides high penicillin blood levels rapidly and reliably. It may be prescribed for all in 
fections responsive to oral penicillin . . . and even many usually treated with parenteré 
penicillin. 
The flexibility of dosage form, pleasant taste, and high potency of PEN- VEE K assur¢ 
acceptability of the full therapeutic dosage. 


SUPPLIED: Liquid: raspberry-flavored, 125 mg. (200,000 units) per 5-cc. teaspoonful, supplied as vials of 
powder to make 40 and 80 cc.; peach-flavored, 250 mg. (400,000 units) per 5-cc. teaspoonful, supplied as vial 
of powder and bottle of diluent to make 40 cc. Tablets: 125 mg. (200,000 units) and 250 mg. (400,000 units) 
in vials of 36. 


Liquid: Penicillin V Potassium for Oral Solution; Tablets: Penicillin V Potassium, Wyeth 


A Century of 
Service to Medicine Wyeth Laboratories, Philadelphia . Pa 
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Therapeutic vitamins in the “therapeutic” jar 
Any severe disease process undermines the nutritional integrity of tissue. ' To counteract physiologic 
stress depletion of B and C vitamins, prescribe high potency STRESSCAPS... in burns... fractures... 
severe infection . . . surgery . . . and in chronic disorders such as arthritis, alcoholism or colitis. 

The attractive STRESSCAPS jar also plays an important therapeutic role . . . reminding the patient of 
his daily dosage . . . assuring adequate intake for full metabolic support. 
Each capsule contains: 


Thiamine 
Mononitrate (B,) ...... 10 mg. 
Riboflavin (B,) .......... 10 mg. 
Niacinamide ..........., 100 mg. 
Ascorbic Acid (C) ....... 300 mg. ® 
Pyridoxine HCI (B,) ...... 2 mg. _ 
Vitamin Bi 4 mcgm. 
Calcium Pantothenate ... 20mg. 
Vitamin K (Menadione)... 2g. 
Average dose 1-2 capsules daily. Stress Formula Vitamins Lederle 


1. Spies, T. D.: J. AL M.A. 
167 :675 (June 7) 1958. 


=> LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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In clinical use for more than 12 years and today the most widely prescribed 
single topical antibacterial, Furacin—tike other nitrofurans—remains effec- 
tive against pathogens which have developed, or are prone to develop, 
resistance to other antibacterial agents. There has been no evidence that 
originally sensitive strains of staphylococci or other bacteria lose their 


Urethral Suppesitories and in special formulations for eye, ear and nose. 


unique nitrofurans— products of Eaton research 
Eaton Laboratories, Norwich, New York 


Comservetive estimate eembined use of all FURACIN preperstions gincs 1945, 
4 
| 
{ 
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on the alcoholic scene 


* 
Vista r 1 quiets agitation 


“.. an efficient and convenient means of dealing with the prob- 
lem of acute agitation in alcoholic intoxication . . . important 
was the absence of noticeable respiratory depression. .. .” 


Miller, R. F.: Clin. Rev. 1:10 (July) 1958 


Capsules—25, 50, and 100 mg. Pfizer Laboratories 
Parenteral Solution (as the HCl)— 25 mg. per cc., Division, Chas. Pfizer & Co., Inc. 
10 ce. vials and 2 cc. Steraject® Cartridges; Brooklyn 6, New York 


50 mg. per cc., 2 cc. ampules. Pfizer) Science for the world’s well-being 
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Modernize without capital outlay 


on the G-E Maxiservice’ x-ray rental plan 


Think of renting x-ray equipment as 
conveniently as you subscribe for 
telephone service! Exclusive Maxi- 
service rental plan offers all new-model 
G-E x-ray units . . . takes no capital 
from your savings. Makes it worry- 
free to “go modern” in x-ray and 
always stay that way. See your G-E 
x-ray representative for details. Or 
clip coupon below for our descriptive 
booklet. 


Progress Our Most Important Product 
GENERAL ELECTRIC 


All this for one monthly fee — 


@ Modern x-ray equipment, free of obsolescence 
worries 
© Comprehensive coverage: periodic inspection, 
maintenance, tubes, parts, emergency repairs 
@ Freedom to add or replace 
equipment as improve- 
ments appear 
@ Full property insurance 
on equipment — in 
case of accidental 
damage or loss, 
G.E. repairs or 
replaces equipment 
@ Local property taxes 
paid in full 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wisconsin, Room F-21 
Send your 12-page MAXISERVICE booklet to: 


Tr 
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(ME AMERICAN ACADEMY OF GENERAL PRACTICE 
Voelker Beuleverd at Brookside, Kansas City 12, Missouri 


THIS CARD MAY SAVE YOUR LIFE 
ALWAYS CARRY IT WITH YOU 


EMERGENCY ADDRESSES 
tn case of emergency, please aciify: 


Address 
Employer Tel. Ne. 
Address 

Family Physician Tel. Me. 


MEDICAL INFORMATION 


Bleed Type Grove aH 
Sensitivity 

Certisene 

Allergies 

Other Conditions 

Tetanus 

Other 

Diabetic? Insulin (type and 


MOTE: A diebetic person may act strangely during severe insulin 
reaction. Suger or candy will aid recevery. 
CALL A PHYSICIAN 


SURGICAL INFORMATION 


Operanen Date 
Operation Bats 
Operation Dore 
Operation Dare 


The Emergency Medical Care Card is detached at the perforation lines by patient before use. 


Other Surgical inf i 


Prepored and distributed by The American Academy of Prochce 


MEDICAL EMERGENCY 
IDENTIFICATION CARD 


New L. D. card 
for your patients 


This new Emergency Medical Care Card 
folds in half to fit billfold pocket. 

It has space for emergency addresses 
and telephone numbers, including 

your own. It carries medical data, 

filled in by you, of importance 

in emergency treatment: blood type, 
drug sensitivity, diabetic condition. 

The Academy’s Commission 

on Legislation and Public Policy 
designed this card for free distribution 

to your patients. 

Emergency Medical Care Cards 

are available at cost, two dollars per 100 
(minimum order: 100 cards), | 
from Academy headquarters. 
Use the order blank below. 


ORDER BLANE 


The American Academy of General Practice 
Volker Boulevard at Brookside 
Kansas City 12, Missouri 


Please fill my order, as checked below, for the new Medical Emergency 
Identification Card. I understand that the price is $2.00 per 100 carcs, 
postage prepaid. 


(1) 100 cards for $2.00 (0) 400 cards for $ 8.00 
(1) 200 cards for $4.00 (1) 500 cards for $10.00 
(CJ 300 cards for $6.00 —______ cards at $2.00 per 100 


([] My check covering this order is attached. 


| 4 
| 
| 
| 
: 
EMERGENCY MEDICAL CARE CARD 
Member of Bive Shield? Policy Ne, 
ty AM 
4 
The information on your medical emergency iden- 
uae cy tification card may save your life. if yeu are in- ao 
jured or suddenly ill, the physician whe treats you 
certain imperton infrmation. The eeched 
— vides essential facts. Carry the card on your per- 
THE AMERICAN ACADEMY OF GENERAL PRACTICES 


PSORIASIS 


distressing 


to the patient 


perplexing 


RIASOL 


clinically tested > 
ethically promoted > 
safe and effective > 
easy to use > 


maximum assurance > 


against recurrence and 
adverse reactions 


WRITE for PROFESSIONAL 
SAMPLE and LITERATURE 


AVAILABLE COMPOSITION 
ot pharmacies or direct RIASOL contains 0.45% Mercury chemically com- 
in 4 and 8 fluid ounces bined with soaps, 0.5% Phenol, 0.75% Cresol. 


SHIELD LABORATORIES 
Dept. GP-260 
12850 Mansfield Avenue . Detroit 27, Michigan 


| 
Ven. 
| 
‘al to the doctor 
100 
— 
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. “ Only time and clinical acceptance truly define whether 


eaten ¥ ~ compounds, there is one alkaloidal fraction capable of 
OL. producing antihypertensive benefits with minimal side 


effects, purified alseroxylon complex (RAUTENSIN®).!6 


¥. A £9 


ACAD. SCL compound is less likely to cause such side 
Y HL, AND MOYER, effects as mental depression, lethargy, listlessness, 


728 1934, and drowsiness consistently reported with reserpine. 
af IN MILD HYPERTENSION 


(Tablets containing 2 mg. purified alseroxylon complex) 
IN MODERATE TO SEVERE HYPERTENSION 


RAUVERA 


(Tablets containing 1 mg. Rautensin and 3 mg. alkavervir) 


BOSTON, MASSACHUSETTS HE 
PANEL DISCUSSION ON HYP 


MOYER, J. NEW ENGLANE 


Rautensin 1. WRIGHT, W. T., JR; POKORY, C.. AND FOSTER, T.: AM. PRACT. & DIGEST. 
fap ec WEST ’ SURG TREAT. 7:1992, 1956. 2. SUCKLE, E: GERIATRICS 11:509, 1956. 3. FINCH, W. J. J. OKLAHOMA 
4. M.A. 50:259, 1957. 4. TERMAN, L. Ax ILLINOIS M. J. 3:67, 1957. 5. GIFFORD, R. W.: J. ARKANSAS 
M. SOC. 55:31, 1958. 6. FORD, R. V. AND MOYER, J. POSTGRAD. MED. 23:41, 1958. 
NEW .. <2). SMITH-DORSEY - a pivision OF THE WANDER COMPANY LINCOLN, NEBRASKA 


a drug is safe and effective. Of the many Rauwolfia — 


AND GOLDMAN, CAUFOR? 


es fe 
CA. 40 


MAND YC iy 


R ANN. INT. MED. 37-1144 
ER 704 ; 76. WILKINS R W 
80. MILLER, S. 1; FORD, ANE 
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Helps you keep your ry 
on your diet 


DOES MORE THAN CURB APPETITE... 
ALSO RELIEVES TENSIONS OF DIETING 


AN EXTENSIVE SURVEY shows that in 68% of over- IN PRESCRIBING APPETROL, you will find that your 
weight persons there is an emotional basis for failure patient is relaxed and more easily managed so that 
to limit food intake. Appetrol has been formulated to she will stay on the diet you prescribe. 


help you overcome this problem and to keep your 


overweight patient on your diet. Usual dosage: 1 or 2 tablets one-half to 1 hour before meals. 


Each tablet contains: 5 mg. dextro-amphetamine sulfate and 


THIS NEW ANORECTIC does more than give you 400 mg. Miltown (meprobamate, Wallace). 
dextro-amphetamine to curb your patient’s appetite. Available: Bottles of 50 pink, scored tablets. 
It also gives you Miltown to relieve the tensions of 1. Kotkov, B.: Group psychotherapy with the obese. Paper read 
dieting which undermine her will power. before The Academy of Psychosomatic Medicine, October 1958. 


petrol 


petr + MILTOWN® 


‘pvitie WwW) WALLACE LABORATORIES / New Brunswick. N. J. 


N f l 
ew! ...fZ0F appetite contro 
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AN EXPERIMENT IN MEDICAL NOMENCLATURE 


INTRODUCING THE TERM: 


“cell examination 
for uterine cancer” 


The exfoliative cytological examination is called by some 
doctors the cytologic cervical test—by others the “Pap” smear 
test. In urging all women to have this test annually, we are 
calling it the cell examination for uterine cancer. 


Here are our reasons: 


Cytologic cervical test is a term which seems complicated to 
many women. 

“Pap” smear test is simple, but women we have talked to 
find the word “smear” unpleasant and disturbing, and it may 
add to their anxieties about pelvic examinations. 


Public relations advisors say that broadcasters and editors 
will dislike “smear” — and TV, radio and the press will be essen- 
tial to the success of this educational project. 


We have considered other terms but have at last agreed on 
cell examination for uterine cancer as the term which simply 
and accurately describes the keystone of this vitally important 
program. 


This test can help save thousands of women each year. In 
many parts of the country it is becoming widely accepted as a 
part of a routine checkup. As fast as county medical societies 
approve, our local Units will urge women to go to their physi- 
cians annually for a cell examination for uterine cancer. -~ 


AMERICAN 
CANCER 
SOCIETY 
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Why shouldn’t he be a 


He’s a medical student — 
a good one. He'll make a doctor you'd be 
proud to associate with. 


HE HOLDs his own and then some against tough 
competition in a big class. He may be your 
own son, or the son of a friend, or a member 
of your old fraternity. 

But unless something’s done, chances are 
he’ll never be a family doctor. Instead, he’ll 
choose a publicized, glamorized specialty. 
Why? Largely because he simply isn’t aware 
of the challenge and drama and satisfactions 
of modern general practice. 


What can be done? 


You can help him see general medicine 
in its true light through the pages of GP—the 
family doctor’s own magazine. Because of the 
importance of reaching young 


The American Academy 

of General Practice 

Volker Boulevard at Brookside 
Kansas City 12, Missouri 


DONOR'S NAME 


Address 


City, zone, state 

CHECK: 

Payment enclosed. Bill me. 
(MAKE CHECK PAYABLE TO GP.) 


GP February 1960 


men like him, GP offers a reduced subscrip- 
tion rate of five dollars a year for students, 
interns, residents, fraternities and libraries. 

Through authoritative, down-to-earth 
articles, GP brings home to him the broad 
basic influence that can be his as a general 
practitioner. 


Folder announces gift. 


If you know him, or a boy like him, why 
not see to it that he learns more about gen- 
eral practice? Give him a year’s subscription 
to GP. Upon receipt of your instructions, a 
folder goes out announcing your gift. You 
need send no money, but mark and mail the 
order form today. 


Please send a gift subscription (at five dollars a year) 
and personalized announcement folder to: 


(PLEASE PRINT OR TYPE:) 
Name 


Address 


City, zone, state 


CHECK ONE: 
student intern resident (library fraternity 0 


Name 
Address 


City, zone, state 


CHECK ONE: 
student intern resident library fraternity 
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CAMP abdominal supports 


This groin-length model is 
crafted to fit the intermediate 
figure type. Elastic inserts at 
top center front and at the groin 
line assure wearing comfort. 
Famous double side-lacing ad- 


This double adjustment back- 
lacing groin-length garment 
provides firm support. Con- 
structed of sturdy fabrics, it has 
elastic inserts at top and bottom 
of side sections for greater pa- 


justment assures firm support. tient comfort. 


Whether your need is for posture support, a postoperative support, 
a postnatal support, or a simple geriatric support — your authorized 
Camp dealer has a complete selection to serve you. All of the types 
available give adequate support to the abdomen, the spinal column 
and gluteal region without undue pressure. Each allows freedom of 
movement, is a help in correcting basic body mechanics and helps 
remedy faulty posture thus preventing fatigue. 


S. H. CAMP & COMPANY, JACKSON, MICHIGAN 


| S$. H. Camp & Company of Canada, Ltd., Trenton, Ontario 
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COMMON 


when self-medication has delayed 
medical attention... 


...and has risked 
upper respiratory 
complications 


COSA-TETRACYDI N CAPSULES 


Cosa-Tetracyn® — analgesic — antihistamine compound = 
act quickly to 


® control secondary infection 
8 alleviate cold symptoms 
each capsule contains: 


15 mg. 


average adult dose: 2 capsules q. i. d. 
GBD Science for the world’s well-being PFIZER LABORATORIES, Division, Chas. Pfizer & Co.,Inc., Brooklyn 6, N.Y. 
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LOTION 


the over-all infant skin soniialaher 
. helps keep baby’s skin 


supple 


with LANO-DES®, soothin 
lubricating liquid 


with hexachlorophene, to pro 
tect against ammonia- -producing 
and other common skin bacteria 


and with Vitamins A 


with special emulsifiers to 
cleanse” gently and safe 
yet free from mineral oil. 


DESITIN BABY LOTION is 
non-greasy, stainless, free-flowing, 

. pleasantly scented. Effectively helps 
tone and condition adults’ skin too. 


for SAMPLES and literature, write *Trade Mark 


DESITIN CHEMICAL COMPANY e@ 


812 Branch Avenue, Providence 4, R. I. 
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when emotional turbulence threatens 
medical or surgical care 


Fear, agitation, and resistance often hinder 
medical diagnosis and treatment. 

SPARINE alleviates agitation, overcomes resist- 
ance, placates fears. 

In addition to calming the patient, SPARINE 
controls other interfering symptoms: nausea, 
vomiting, and hiccups. 

Wyeth Laboratories, Philadelphia 1, Pa. 


Sparine 


HYDROCHLORIDE 
Promazine Hydrochloride, Wyeth 
INJECTION 


TABLETS 
SYRUP A Century of Service to Medicine 


| 


SHORTEST 
DISTANCE 
BETWEEN 


| can be achieved with 


Trinexyphenidy! HC! LEDERLE 


Effectively helps restore smooth straight-line function in all forms 

of Parkinsonism. 

One of the best available preparations for sustained control of rigidity and minor 
tremors.! Also active against oculogyria and akinesia.? A basic drug for 

H beginning treatment in all types of Parkinsonism.':* 

i Continually useful alone or in combination in most cases at any stage. 

Employable at any age.' 

Gentle in action at therapeutic dosage.’ One of the drugs least likely 

to produce side effects.* 

| Supplied: 2 mg. and 5 mg. TABLETS; ELIXIR, 2 mg. per 5 cc. teaspoonful 
Dosage: | mg. first day, gradually increased, according to response, to 

) 6-10 mg. daily divided in 3 doses at mealtimes. 

1. Doshay, L. J.: M. Clin. North America 40:1401 (Sept.) 1956. G 


| 2. Doshay, L. J.: Current M. Dig. 22:11:49 (Nov.) 1955. 
i 3. De Jong, R. N.: J. Michigan M. Soc. 57:722 (May) 1958. 


Geterie) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York *Reg. U. S. Pat. Of. 
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when respiratory congestion 
is complicated by 
secondary bacterial invaders... 


Trisulfaminic 


TRIAMINIC WITH TRIPLE SULFAS tablets /suspension 


Provides Triaminic’*’ for deconges- Provides triple sulfas to control 
tion and to promote drainage of streptococcal, pneumococcal and 
nasal and paranasal passages staphylococcal invaders' 


Each Trisulfaminice Tablet and each tsp. (5 ml.) of Trisulfaminic Suspension provides: 
Triaminic® 25 mg. and Trisulfapyrimidines, U.S.P. 500 mg. 

Dosage: Adults—2 to 4 tablets or tsp. initially, followed by 2 every 4 to 6 hours. Children 
8 to 12—2 tablets or tsp. initially, followed by 1 every 6 hours. Children under 8— 
initially, % tsp. per 10 lbs. body weight, to a maximum dose of 2 tsp., then about 4% 
of this dose every 6 hours. 

Medication may be continued until patient has been afebrile for 3 days. 

1. Lhotka, F. M.: Illinois M. J. 112:259 (Dec.) 1957, 2. Fabricant, N. D.: E.E.N.T. Monthly 27:460 (July) 
1958. 3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 4. Sophian, L. H., et al.: The Sulfapyrimidines, 


SMITH-DORSEY ~« a division of The Wander Company « Lincoln, Nebraska 
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FLEXIBILITY 


in the formula base has obvious ad- 
vantages to the physician, who must 
decide what each infant needs, and 
when changes are indicated. An evap- 
orated milk formula is a prescription 
formula, permitting the physician to — 
adjust 
. .. the type and amount of 
carbohydrate 


. . . the degree of dilution to 
required strength 


Evaporated milk is the formula base 
proved successful by clinical experi- 
ence . . . for 50 million babies. 


FLEXIBILITY PLUS: 


Higher protein level recommended 
when cow’s milk is fed to babies 


Added vitamin D in required 
amounts 


Maximum nourishment— mini- 
mum cost to parents 


PET MILK COMPANY, ST. LOUIS 1, 
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which antacid? Rorer’s Maalox. Excellent results, 
no constipation plus a pleasant taste that patients like.” 


Maatox® an efficient antacid suspension of magnesium-aluminum hydroxide 
gel offered in bottles of 12 fiuidounces. 


TABLET MAAtox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 


TaBLeT Maatox No. 2: 0.8 Gram, double strength (equivalent to two 
teaspoonfuls), Bottles of 50 and 250. 


Samples on request. 
WituiaM H. Rore_er, INc., Philadelphia 44, Pennsylvania 
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...in the attractive 


Jesse Jones Volume File 


Specially designed and produced for GP, this File 
will keep one volume (six issues) clean, orderly, 
and readily accessible. In a combination light blue 
and dark blue Kivar, which looks and feels like 
leather, its 16-carat gold leaf hot-embossing makes 
it a: fit companion for your finest bindings. Your 
back issues are protected against dirt and wear— 
any specific issue can be located instantly. 


PRESERVE 
YOUR COPIES: 
OF GP 


2 


Despite its rich appearance, the Volume File is rea- 
sonably priced. Carefully packed and sent postpaid, 
Files cost only $2.50 each. Many GP readers find 
it more convenient and economical to order 3 for 
$7.00 or 6 for $13.00. If you are not entirely sat- 
isfied, for any reason, return the File to us within 
10 days for a full refund. 


MAIL COUPON AND CHECK DIRECT TO MANUFACTURER FOR PROMPT 


Jesse Jones Box Corp.. 
P. O. Box 5120. Philadelphia 41, Pa. 


Please send me, prepaid ——_ 


Name 


GP Volume Files @ $2.50 each, 3 for $7.00 or 6 for $13.00 


Address 
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KILLS THEM ALL 


In Topical Infections, regardless of etiology, BETADINE OINTMENT destroys all pathogens 
present. BETADINE OINTMENT, a single topical agent, is a full-range pathogenicide— 
kills bacteria, fungi, protozoa, yeasts, and viruses on contact. Yet it is nonsensitizing, 
nonirritating, and nontoxic to normal skin tissue. 


BETADINE OINTMENT = topical pathogenicide « fully effective against resistant strains 
¢ destroys gram-positive and gram-negative organisms ~« kills fungi, protozoa, yeasts, 
viruses * no development of resistant strains on prolonged use * provides protective 
barrier against invading pathogens nonsensitizing... relieves pain color indicates 
germicidal protection ¢ applies easily ... may be bandaged. 


indications: primary and secondary skin infections including pyoderma, mycotic and 
bacterial infections, eczema, furunculosis, minor burns, as well as staph. aureus and 
pseudomonas infections. 


administration: apply liberally over affected area as often as needed, bandage if desired. 
supplied: one ounce tube. 


BETADINE OINTMENT 


(CONTAINS POVIDONE-10DINE) 


TOPICAL PATHOGENICIDE ... KILLS PATHOGENS ON CONTACT 


established in 1905 He TAILBY-NASON COMPANY, INC., DOVER, DELAWARE 
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gentle relaxant-sedative 


WITH TIMED-RELEASE ACTION 
FOR A FULL NIGHT’S SLEEP 


nebralin 


TIMED-RELEASE TABLET 


Might as well try to put a tiger to bed (and keep him there) as to get most 


patients to sleep naturally all night. For disturbed, interrupted sleep is the 
most common sleep problem in routine practice. NEBRALIN — a timed-release 
tablet — encourages muscular relaxation and sustained, relaxed sleep. The 
combination of mephenesin and Dorsital* in NEBRALIN not only relaxes skeletal 
muscles, overcomes “fatigue-tension” and conditions the body for sleep, but also 
induces sound, relaxed sleep by gentle CNS sedation. Mephenesin is capable of 
producing sleep,’ and when combined with a barbiturate enhances barbiturate 
action.?*> Moreover, the integrated action of the two components permits smaller 
dosage of each.‘ Thus, NEBRALIN—a gentle relaxant-sedative—avoids morning 
hangover, and carries your patients through the middle of the night, 
especially those patients who complain about waking up at 2 A.M. 


1. Schlesinger, E. B.: Tr. New York Acad. Sc. 2:6 (Nov.) 1948. 2. Richards, 
R. K., and Taylor, J. D.: Anesthesiology 17:414, 1956. 3. Shideman, F. E.: 
Postgrad. Med. 24:207, 1958. 4. Berger, F.: Pharmacol. Rev. 1:243, 1949. 


integrates rapidly” 
to induce relaxation 


Each Nebralin timed-release tablet contains: Dorsital*, 90 mg.; 
Mephenesin, 425 mg. Dosage: One or two tablets % hour before retiring. 
Supplied: Bottles of 50 Nebralin timed-release Tablets. 

* Dorsey brand of pentobarbital. 


SMITH-DORSEY : a division of The Wander Company + Lincoln, Nebraska 
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Preserve 

your GP copies 
in permanent 
binding 


THIS RIGID BINDING of washable buckram keeps 
your back issues neat, ready for reference by volume. 
It comes in medium blue with gold stamping on 
the spine (“GP,” AAGP seal, volume number and 
year) and your name in gold on the front cover. 
The price of binding is $4.15 per volume. To 
order yours, send all six issues of each volume to 
be bound to the address below via prepaid parcel 
post or express. They furnish indices. Make your 
check or money order payable to PABS (Publishers 
Authorized Binding Service). Within four weeks, 
you will receive your bound volume prepaid. The 
address: PABS — Publishers Authorized Binding 
Service, 5811 W. Division Street, Chicago 51, Ill. 
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New revitalizing tonic 
brightens 
the second half of life! 


| 


Ze, 


WRAY ; 


Asense of frustration and inadequacy, faulty nutrition, waning 
gonadal function —RITONIC meets all these problems of middle age and 
senile let-down. The unique combination of RITALIN, the 

safe central stimulant, with a balanced complement of vitamins, calcium, 
and hormones acts to renew vitality, re-establish hormonal 

and anabolic benefits, and improve nutritional status. 


“We found Ritonic to be a safe, effective geriatric 
supplement...’* Patients reported “an increase in 
alertness, vitality and sense of well being.’” 


PRESCRIBE RITONIC 
for your geriatric patients, your middle-aged patients and your postmenopausal patients. 


Each Ritonic Capsule contains: 
Ritalin® hydrochloride 
methyltestosterone 
ethinyl estradiol 
thiamin (vitamin 
riboflavin (vitamin B:) 
pyridoxin (vitamin Be) 
vitamin activity 
nicotinamide 


dicalcium phosphate 


Dosage: One Ritonic Capsule in mid-morning and one in mid-afternoon. 
Supplied: Ritonic CAPSULES; bottles of 100. 


References: 1. Natenshon, A. L.: J. Am. Geriatrics Soc. 6:534 (July) 1958. 
2. Bachrach, S.: J. Am. Geriatrics Soc. 7:408 (May) 1959. 


RITALIN® hydrochloride (methylphenidate hydrochloride CIBA) 


I B A 2/2781m8 


INNS) 
mg. 
.25 mg. 
> micrograms 
mg. 
mg. 
mg. 
2 micrograms 
5 mg. 
PE 250 mg. | 
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When summoned to the home of the patient, the physician found him on the flog 
in a paroxysm of pain due to an acute attack of renal colic spasm. Two injeq 
tions of meperidine given at close intervals failed to provide relief. Approxi 
mately three hours later the patient (who had been hospitalized) was give 
an injection of "MUREL." In five minutes the spasm was completely controlled 


Case history based on Medical Records, Ayerst Laborato 


RESCRIBE 


Sustained Action Tablets 


mew 
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N G.L., G.U. and BILIARY SP4SM 
{OWEVER SEVERE 


[edical reports'* confirm the broad clinical 
sefulness and unusual freedom from side ef- 
ects of ‘““MUREL,” based on its selective spas- 
‘olytic properties, effectiveness in low dosage, 
nnd rapid detoxification and excretion. 
“MUREL” is a triple-acting, synergistic spas- 

olytic — anticholinergic, musculotropic, 
yinglion-blocking— providing optimal control 
oi smooth muscle spasm. ‘“‘“MUREL” is also valu- 
able as an adjunct in peptic ulcer therapy. 


VOW YOU CAN PRESCRIBE 


Sustained Action Tablets 


FOR PROMPT, CONTINUOUS AND PRO- 
LONGED ANTISPASMODIC ACTION FOR 
6 TO 9 HOURS WITH A SINGLE TABLET 


REL”-S.A. Sustained Action Tablets No. 315 — 
4) mg. Valethamate bromide. | tablet b.i.d. 


MUREL” with Phenobarb-S.A. Sustained Action 
Tablets No. 319 — 40 mg. Valethamate bromide and ™% gr. 
phenobarbital, present as the sodium salt. 1 tablet b.i.d. 


ilso- available 


‘MUREL’’ Tablets No. 314—10 mg. Valethamate bromide. 1 or 
tablets q.i.d. 


‘MUREL” with Phenobarbital Tablets No. 318—10 mg. 
Valethamate bromide and % gr. phenobarbital. 1 or 2 tablets q.i.d. 


"MUREL”’ Injectable No. 405— 10 mg. Valethamate bromide 
per cc. 1 to 2 cc. I.V. or I.M. every 4 to 6 hours up to a maximum 
of 60 mg. in 24 hour period. Maintenance: Orally. 

he higher dosages of “MUREL” are recommended in early therapy 
nnd in G.U. and biliary tract spasm. 


1. Peiser, U.: Med. Klin. 50:1479 (Sept. 2) 1955. 2. Berndt, R.: Arzneimittel- . 


Forsch. §:711 (Dec.) 1955. 3. Rostalski, M.: Zentralbl. Gynak. 78:1153 (July 21) 
1956. 4. Holbrook, A. A.: Am. Pract. & Digest Treat. 10:842 (May) 1959. 


YERST LABORATORIES 


ew York 16, N. Y. ° Montreal, Canada 


Ants in the Printers’ Plants 


Tue Girt was Margaret Perkins, 12, of 702 S. Corona St., 
who posed with her collie Sandy. He is married and the 
father of four children.—Denver (Colo.) Post. 


How about Margaret? Still a spinster? 


VACATIONING STENOGRAPHER beaching daytimes would 
like to be occupied nights to earn vacation money. Am 
fast and make no errors.— Your Weekly Guide to Cape Cod. 


Stop shoving! Get in line! 


REMEMBER, if you want a baby sister, call Mr. and Mrs. 
Hames, TH 6-3197. They will explain.—Glendale (Cal- 
if.) Church Bulletin. 

it better be good! 


Here’s THE Recipe for French Egg Nog: Two egg yolks, 
two tablespoons of sugar and two jiggers of cognac in a tall 
warm lass.— Portsmouth (N.H.) Herald. 


We'll buy that—and the warmer, the better! 


Escambia County chiropractors stressed bringing the 
backbone to the front in their meeting last night.—Pen- 
sacola (Fla.) News. 

Neatest trick of the week! 


THE SKIN SPECIALIST gave a demonstration of how to rinse 
away blockheads. It was frankly amazing!—From ad in 
Michigan Weekly. 

Send him to Washington! Do it now! 
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150,000 PHYSICIANS 
THE WORLD OVER DEPEND ON 


BIRTCHER 
RAPH CARDIOSCOPE 
PEL- -CLAVE canoscor 
HOSPITAL- CLINIC - OFFICE 


TRASONICS DIATHERMY 


A very handy as- 
sortment of thirteen 
often used finger 
splints. All alumi- 
num, transparent 
to X-Ray. Conven- 
iently packaged. Be 
prepared for emer- 


set timer for length of coun When exhaust light 34 i Pte ae: gencies. Order now! 
indicates conclusion of the cycle, turn control {a ai $4.30 per box. 
knob to EXHAUST, unload chamber. Complete 
— is simplicity in the highest degree. NEW GP CATALOG! 
mane Our new catalog of DePuy Fracture 
NEW MODEL * your DEALER Equipment for the general prac- 
titioner is now igs It's helpful 
and informative . . . . yours for 
the asking. 


SINCE 1895 — STANDARD OF QUALITY 


DePuy Manufacturing Company, Inc. 


WARSAW, INDIANA 
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“4 
: ito tio THE INTEGRITY BEHIND THIS NAME 
| 
THE FAMOUS HYFRECATOR 
| Los Angeles 32, California 
All the splendid features of the popular, 
double: jacketed FL-2 and HP-2 FINGER SPLINT ASSORTMENT 
OPENED UNDER PRESSURE. >. 
| 
CHARLOTTE 3, NORTH CAROLINA 
} 


for diarrhea 


AND 


Parepectolin 


PAREGORIC + PECTIN + KAOLIN 


(equivalent) 


a creamy-smooth, stable, uniform suspension of adults—1 or 2 tablespoonfuls, t.i.d. 
paregoric (equivalent), 1 dram + pectin, 2.5 gr. children—1 or 2 teaspoonfuls, t.i.d. 
+kaolin (specially purified), 85 gr. per fluidounce. bottles of 4 and 8 fluidounces 


...made by the 
makers of Maaioxs = FR WILLIAM H. RORER, INC. Philadelphia 44, Pa. 


GP 


Patients with angina pectoris need BOTH types of pro- 


. tection afforded by Pentoxylon...prolonged coronary 


vasodilatation AND relief from anxiety. Fear of the next 
attack is replaced by pulse-slowing, calming action. 


Dosage: 1 to 2 tablets q.i.d. before meals and on retiring. 


February 1960 
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IN A SINGLE TABLET 
as, fi . . — 
| for the Relief of the Anginal Patient — 
: 
Riker, 
2 Northridge, 


HIS 
CARDIAC 
WOUND 


Modern saluretics may seem to have made un- 
limited salt intake possible for cardiac and 
hypertensive patients. Yet despite the improve- 
ments in diuretic therapy, sodium restriction 
is still important in the prophylaxis of edema. 
The wise physician does not add needlessly to 
the burden of his patient, nor test unneces- 
sarily the power of the drugs he prescribes. It 
makes good sense to him to prescribe DIASAL 
—which looks, tastes and flavors food exactly 
like salt . . . but is sodium free. 


Diasal contains potassium chloride, glutamic acid and 
inert ingredients. Supplied in shakers and 8 oz. bottles. 


® 


sodium-free salt substitute 


FOUGERA & 
E. Fougera & Co., Inc. * Hicksville, New York 
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HISTORIC GARDEN HOTEL 


For something different stay at 
historic Mission Inn, 44 hour from 
Disneyland. See famous art treas- 
ures, the Catacombs, Flyer’s Wall, St. 
St. — Enjoy the 

mpic ‘ olf, free parking, 
an beautiful including the 
fabulous Spanish Patio. Air-conditioned. 
Warm, sunny, desert climate. Rooms 
from $11.00 double—Family Plan Rates. 
Write for colorful brochure. 


Riverside, Calif. 
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Sis any rheumatic“itis” calls for 


corticoid-salicylate TABLETS 
compound 


Help keep ‘‘Information Please’’ Informing... 


any questions C 


OcCcASIONALLY you encounter a particularly thorny case. .. one that 

defies diagnosis or treatment. Next time one arises, send the data on it to 
GP’s medical editor. He passes it on to an authority in the proper field for | 
consideration. Then the query and the probable solutions may appear 

in GP’s regular department, “Information Please.” 


Whether or not the case actually appears in print, your confidence is 
.  Fespected and your anonymity preserved. 


Send your question, marked “Information Please,” to: 
GP Editorial Department, Volker Boulevard at Brookside, 
Kansas City 12, Missouri. 


: j 
80-4-358 


Greater comfort 
hemorrhoids and 
after perineorrhaphy 


when your standing orders specify... 


TUCKS 


Soft ready-to-use cotton flannel pads 
saturated with witch hazel (50%) and 
glycerine (10%), pH about 4.6. 

As a dressing ... TUCKS cools and smooths 
traumatized tissue ... without occlusive ve- 
hicles or “—caine” type anesthetics. 

In the hospital, Tucks can be kept by the 

bedside for frequent, easy changing by the 

patient or nurse. 
As awipe... TUCKS takes the trauma out of 
cleansing tender tissue and encourages more 
thorough hygiene. 
TUCKS may also be sent home with patient 
for continuation of care. 


jars of 40 and 100. 
Please send me a sample supply of TUCKS. 
M. D. 
Address. 
City. Zone State 


FULLER PHARMACEUTICAL COMPANY 
3108 W. Lake Street 
Minneapolis 16, Minnesota 8 


The Division of Mental Hygiene, 
State of Ohio, has existing 


OPPORTUNITIES FOR 
GENERAL PRACTITIONERS 


within its system of 25 hospitals. 
Physicians obtain Civil Service Status, 
participate in liberal annual 

and sick leave benefits, 

immediately qualify for membership 
in the State Retirement program, 

and are afforded many professional 
advancement opportunities. 


Physicians interested in employment, 
full or part time, contact the 


ACTING COMMISSIONER 
DIVISION OF MENTAL HYGIENE 
STATE OFFICE BUILDING 
COLUMBUS 16, OHIO 


TRI-AZO-MUL 


Supplied in pint bottles 


Each 100 ce. contains: 
SULFADIAZINE (microcrystalline) 3.381 Gm. 
SULFAMERAZINE (microcrystalline) 3.381 Gm. 
SULFAMETHAZINE 381 Gm. 
In a palatable, stable emulsion ae flavored 

with True Raspberry — 

Each average > Semienoet nful (80 min.) represents .6 Gm. 
(7.7 grs.) of ‘these 8 combined sulfa drugs 
in suspension. 


TRI-AZO- 
TABS 


Tablets in bottles 

of 100, 500, 1000. 
Each tablet contains 
-5 Gm. (7.7 grs.) of the 
above ag combined 


Sulfas (Met 

Triple Sulfas (Meth-Dia- 
Mer) Sulfonamides re- 
main unsurpassed among 
sulfa for Highest 
potency ide Spectrum © 
Highest blood levels - 
Safety - Minimal side | 
effects. 


FIRST TEXAS CHEMICAL MFG. CO. 


DALLAS, TEXAS ATLANTA, GA. 
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(PATIENT-SELECTED LAXATIVES? 
They May Complicate Treatment or Management 


ULET 


* PRU LET reflex acting laxative, does not interfere with any other condition 
which you, the physician, may have under treatment or management. 


a PRU LET Tablets are non-irritating. 


* PRU LET is not absorbed from the digestive tract and is completely recover- 
able in the feces. 


e » PRULET Tablets are small, odorless, 


tasteless, and easy for your 


DOSE, ADULTS: One tablet edjusted to individual patient response. 


PH ARMACAL CO. 
Sa Samples upon Request | San Antonio 6, Texas» 


ANNOUNCING EASES MUSCLE 
SCHERING'S SPASM & PAIN IN 
NEW SPRAINS, STRAINS, 


MYOGESIC’ _LOW BACK PAINS 


CARISOPRODOL 


*MYOGESIC 


muscle 
relaxant — analgesic 
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MODERNIZE YOUR -C 


mew STEELINE 


| 


Equipment selection for your treatment room is easy 
when you choose STEELINE. Every piece is designed to 
make the day’s work easier, faster and more pleasant. 


For complete specifications consult your new Aloe 
General Catalog. Your Aloe representative will be 
glad to assist you in every way. Dept. 110 


OFFICIAL RECOGNITION PIN 
For lapel wear. %” diameter. 


1 4-fully-stocked 
a. s. aloe company | ,..” 
1831 OLIVE STREET © ST. LOUIS 3, MO. | coast to cous! 


OFFICIAL CUFF LINKS 
Sturdy positive-action hinge links. 


PREFERRED 
KANSAS CITY, wo. 


BUSINESSMEN, 


During certain convention periods, all 
available Kansas City hotel rooms are 
frequently taken. 
You can be assured of comfortable ac- 
commodations in Kansas City, by writ- 
ing for your FREE “Preferred Guest 
Card” from the Bellerive Hotel, today. 
The Bellerive—preferred by the family, 
and business executives for convenience 
and courteous hospitality at sensible 
> rates—guarantees (with advance notice) 
AlR- anytime year to 
prefe guest. or your “Pre- 
CONDITIONED Guest Card”, today... at no 
obligation. Free Radio & Television set 


in every Room, Rates from 4 50 


BELLERIVE Hotel 


214 East Armour at Warwick Boulevard 


IN CHICAGO IT'S THE HAMILTON HOTEL 
20 S. Dearborn Street 
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ALL OFFICIAL JEWELRY bears the seal of the American 

Academy of General Practice. The seal is handsomely 
ie crafted of blue and white enamel and gold or silver (to —eieemeen — 

: match the jewelry metal you choose). The jewelry itself 
; is the finest available. Any piece makes a distinctive 
| 
\ 

OFFICIAL TIE CHAIN | by- EXECUTIVES, 

FAMILIES 
| | Solid Gold Sterling 

gold* filled silver 
| Lapel pin $ 9.50 $ 6.00 $ 4.50 
Key 14.50 9.00 8.00 
| Tie chain 24.00 = 
Tie _ 30.00 11.00 10.00 
Cuff links ; 26.00 11.00 10.00 
Ring (caduceus on shanks) 
Ring (small seal) 24.00 Sroney tip, which ore 
Chapter president’skey 39.00 10% fod. exclee tax. 
| 
2 or letterhead. Send the list with 
the tots! amount to: keane 
eral Practic>, Volker Boulevard at 
‘sas City 12, Missouri. Write for 
: 2 char will be sem :im 
ire receipt of your order. C.O.D. ord 
cents additiona! postage. Allow 
430 
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PROTECT Little Braves Bottoms 


“DIAPARENE PERI-ANAL is an efficient and safe agent in ANOTHER FINE PEDIATRIC 
the prevention and treatment of perianal dermatitis”* SPECIALTY BY BREON 

. . » newborn “‘sore-bottom” due to loose, transitional 
stools and irritations caused by diarrhea or loose stools 
following oral antibiotic therapy. 


*Grossman, Leo, New Specific Treatment for Perianal Dermati- PE RI-ANA 
tis”, Arch. Ped., 71:173-79, June, 1955 
HOMEMAKERS PRODUCTS DIVISION 8. Par. WO, 2,069,888 


George A. Breon & Company, 1450 Broadway, New York 18, N.Y. 


NEW 
RAPID SCREENING TEST FOR 


HYPOFIBRINOGENEMIA 


Test results at patient’s bedside— from skin punc- 
ture to reading—in less than 2 minutes. Only one 
drop of blood required. Test performed by simple, 
rapid-slide technic. 

FI-TEST indicates whether fibrinogen content 
is above or below 100 mg-%, the concentration 
considered critical, Easy-to-read results indicate 
promptly whether or not replacement fibrinogen 
is needed. shows a normal fibrinogen 
level, needless replacement therapy may be 
avoided and the physician is alerted to seek 
another explanation for continued bleeding. ) 
Supplied in compact ready-to-use kits contain- 
ing complete materials for 6 determinations. 


HYLAND 


HYLAND LABORATORIES 
4501 Colorado Blvd. 
Los Angeles 39, Calif. 


160 Lockwood Ave., Yonkers, N. Y. 


& 
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HMYLAND LABORATORIES Los Ancties 39, U.S.A. 
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HYDRAMIN 


the complete nutrient....... 


NATIONALLY 
ADVERTISED to the 
MEDICAL 
PROFESSION 


... Nationally recognized, 
SUPER HYDRAMIN is a 
complete source of food 
for recuperating patients, 
the aged or the under- 
weight. It contains all 
essential vitamins and 
minerals, carbohydrates 
and fats, and is 
exceptionally high in 
protein. 


Los Angeles 


A SOLE SOURCE 
OF FOOD FOR 
ALL AGES 


SUPER HYDRAMIN 
contains all essential 
factors for nutritional 
maintenance and 
rehabilitation, or it can 
be used to fortify the diet 
of recuperating patients 
or persons suffering 
from a nutritional 
deficiency. 


POWDER 


FLAVORED FOR 
GOOD TASTE 


SUPER HYDRAMIN is simply 
delicious. As the adman 
says, ‘‘It’s appeteasing... 
palate pleasing." Available 
in vanilla or chocolate 
flavors, SUPER HYDRAMIN 
is easily mixed with milk or 
water for a wonderful drink 
that puts new life into 

listless appetites and offers 

a generous supply of 
nutrients essential to building 
tissue, protoplasm, hemo- 
globin and resistance 


infection. 


= HOSPITALS AND 


California 


RECOMMEND 


SUPER HYDRAMIN 

in treatment of cirrhosis, 
trauma, infection, 
peptic ulcer and to 
restore the appetite and 
rehabilitate patients. 
They like it because it 
does so much... 
tastes so good! 


RE ‘ 
‘ 


PLEASURE 
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HAVE YOUR PATIENTS EXPERIENCED 


Sideeffects are generally absent with 
FELSOL .. . antipyrine causes no 
e harmful effects to normal persons. 


2 FELSOL is effective as an anti- 
‘ asthmatic, analgesic, and antipyretic 
. — elevating threshold in cases where 
prompt and enduring antipain or 
antifever action is required. 


FORMULA 


Each 

wb Powder Tablet 

Antipyrine. ..870 mg 435 mg 

lodopyrine. .. 30 mg 
Citrated Caffeine.............100mg 50mg 
Try this safe and effective preparation for symp- 
tomatic treatment. Write for free professional 
samples and literature. 


AMERICAN FELSOL CO., BOX 395, LORAIN, 0. 


The ANTLERS 


the peak of hospitality at PIKES PEAK 


The largest and finest hotel in Colorado 
completely remodeled. In the center 
of déwntown — within walking distance of all 
activities. 300 luxurious rooms, surrounded by 
fifteen acres of gardens. Beautiful view of “s 
Rockies from Terrace. S 


Home of the famous GOURMET ROOM 
Night Club. Golf, tennis, year-around ice- : 
skating and many other sports nearby. : 


COLORADO SPRINGS 
A.COLORADOAL 


ame 
o 
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Fluoridated Water May Be Unavailable... 
But Not The Benefits of Fluoride! 


FOR THE INDIVIDUAL, SYSTEMIC CONTROL 
OF DENTAL CARIES IN CHILDREN. 


physicians and dentists are using KARIDIUM. KARI- 

DIUM is available for use in rural areas or for temporary use 

a community fluoridation program has not yet 
s 


For HOME FLUORIDATION, one tablet in a quart of water 
provides the recommended Fluoride Concentration: . . . one part 
@ per million. KARIDIUM tablets may also be dissolved in water 
or fruit juices or taken as an aspirin. Administered to children KARIDIUM 
and infants in the proper doses, KARIDIUM permits a systemic 
@) source of fluoride for the prevention of dental caries. 


Chemically ‘ws sodium fluoride is the sole active in- 
edient in a 1.5 grain tablet. Each KARIDIUM tablet yields 
mg. available fluoride ion. A high degree of cooperation by é de - 

the parent in the home is essential to the attainment of available to physicians and dentists. 
maximum reduction in dental caries. The parent should be Write to: 
a scientiously throu e period of tooth formation. This LORVIC CORPORATION 
. holds true for all individually administered dietary supple- basa 
luoride. ST. LOUIS 12, MISSOURI, U. S. A. 


SOLD ONLY ON PRESCRIPTION 


Samples, literature and schedules are 


ments of fluoride. 


The Office Bovie adds scope, prestige 
and PATIENTS to your practice! 


This Bovie Electrosurgical Unit can help you do so many things you couldn’t 
do before. It can make office electrosurgery a vital part of your growing practice. 
The famed Office Bovie is not just a simple wall instrument to cauterize or 
eradicate blemishes. It is a complete unit, designed for all types of minor 
electrosurgical procedures! 
Easy to operate, dependable, efficient, this Bovie has a multitude of useful 


features . .. many of them exclusive. Most important, an Office Bovie broadens 
your service to patients, saves them needless hospitalization, offers maximum 
flexibility for all types of minor 
Authoritative Texthook electrosurgery. Investigate the su- 
With Over 100 Techniques! perb Office Bovie now. 
A valuable tech- 
ni book ied 
Bovie. "This Baw 
text features detailed pro- 
and RITTER COMPANY INC. a 
3602 Ritter Park A 
Rochester 3, New York ; 
~< Please rush me full information ¥ 
% >. on the Office Bovie. a 
Ritter | 
Name 
Medical Division Cay Zone... State... id 
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IMPROVING ON NATURE 


One of nature’s most abundant gifts, oil 
is of more value to man because he has 
processed it to meet his specific require- 
ments. In the treatment of hypothyroidism, 
Proloid, the only improved but complete 
thyroglobulin, offers similar evidence of 
man’s ingenuity in improving on nature. 
An exclusive double assay assures unvary- 
ing potency and a uniform clinical response 
from prescription to prescription. To re- 
store patients to a euthyroid state—safely 
and smoothly—specify Proloid. Three grains 
of Proloid daily is the average dosage for 
patients with mild forms of hypothyroidism. 


STANDARD CO. (N. J.) 


INTRAMUSCULAR IRON-DEXTRAN COMPLEX 


corrects and prevents iron deficiency in blood and marrow 


PEDIATRICS: “imreron has the advantage of safe and easy administra- 
tion; treatment is completed in a few days and is not influenced by 
feeding problems.” 


OBSTETRICS: “... we have been able to raise hemoglobin levels of 7 or 
8 Gm. to normal figures within a few weeks....’” 


CHRONIC BLOOD LOSS: imreron “...is also to be preferred to blood trans- 
fusions for correcting the effects of chronic blood loss. The risk of trans- 
fusion reactions is avoided, as well as the dangers of contamination 
and sensitization. Besides improving the anemia, iron stores will be 
replenished....’” 


GERIATRICS: A 66-year-old woman with recurrent gastrointestinal bleed- 
ing for over six years [two abdominal explorations, source undiscovered] 
‘“..has been maintained at a comfortable blood level for over nine 
months on intramuscular iron injection, with greatly reduced transfusion 
requirement.’” 


SUPPLIED: 2-cc. and 5-cc. ampuls; 10-cc. multiple-dose vials. There are 50 mg. of elemental 
iron per cc. 


(1) Wallerstein, R. O., and Hoag, M. S.: J.A.M.A. 164:962 (June 29) 1957. (2) Eastman, N. J.: Current M. Dig. 25:55 (Jan.) 1958. 
(3) Koszewski, B. J., and Walsh, J. R.: Am. J. M. Sc. 235:523 (May) 1958. (4) McCurdy, P. R.; Rath, C. E., and Meerkrebs, G. E.: 
New England J. Med. 257:1147 (Dec. 12) 1957. 
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by 


too busy to give herself 


the special care she needs 


Vitamins and minerals, Mead Johnson 


NATALINS 


tahlate 
LAVICLo 


a prenatal supplement especially for the multiparaf 


Convenient one-tablet-a-day dosage 


Circumstances often combine to increase the multipara’s 


chances of diet deficiency. With children to care for, 
she uses more energy, yet may not take the time to 
replenish it by eating properly. In addition, her store 
of nutrients may have been depleted by previous 
pregnancies. The result, as one study* of over 1,000 
obstetrical patients has shown, is a greater tendency 
toward anemia among multiparas. 


statistics show... 


primigravidas 24 per cent anemic* 
multiparas 36.8 per cent anemic* 


Natalins Comprehensive tablets have been formulated 
to meet this need—by supplying generous amounts 


of iron (40 mg. per tablet), ascorbic acid (100 mg. per 
tablet), calcium (250 mg. per tablet) and nine other 
significant vitamins and minerals. It naturally follows 
that this formulation will be more than adequate 

for the primigravida as well. 


also available NATALINS® Basic tablets 


Vitamins and minerals, Mead Johnson 
supplying four basic vitamins and minerals 


Traylor, J. B., and Torpin, R.: Am. J. Obst. & Gynec. 6/:71-74 lan.) 1951, 


+Projected estimate from data of U.S. Office of Vital Statistics indicated 


that 3 out of 4 births in 1958 were to multiparas. 


\ Mead Johnson 


Symbol of service in medicine 
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